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Critically discuss two therapeutic mterventions for 
major recurrent depressive episode
April 2003 
Year One
1 Introduction
In this essay I will critically discuss cognitive behavioural therapy and cognitive 
analytic therapy as interventions for major recurrent depressive episode. Having 
described the nature and epidemiology of depressive episodes, I will present the 
theory and practice that underlies each therapeutic intervention. The evidence for 
efficacy of each intervention will then be considered and finally areas for further 
research will be identified.
2 Major Depressive Episode
A major depressive episode is defined by depressed mood, loss of interest and 
pleasure in usual practices, low self esteem, pessimism, an undue feeling of guilt and 
reduced energy and activity. In its more severe forms it can be associated with 
disturbances in weight, appetite, sleep, psychomotor agitation or retardation and 
problems with concentration or memory. Suicidal thoughts are common and often 
become active suicidal intentions and attempts. Such episodes are to be distinguished 
from normal bereavement reactions. DSM-IV (American Psychiatric Association,
1994) specifies that such symptoms must be present nearly every day for at least two 
weeks and causing significant distress or impairment in social or occupational 
functioning for a diagnosis of Major Depressive Disorder (MDD). DSM IV 
distinguishes MDD from Dysthymic Disorder where symptoms are less severe but 
more persistent, lasting for diagnostic purposes for at least two years. However 
individuals with Dysthymic Disorder may present with superimposed MDD that is 
referred to as double depression.
In the UK it has been estimated that 7.7 % of the population will have mixed anxiety 
and depression and 2.1 % with depressive episode (Meltzner, Gill, Petticrew^ Hinds,
1995). The course of depression appears to relate to clinical sub type. Overall it is 
characterised by a high probability of relapse. 75% of patients diagnosed with MDD 
followed up over 10 years will suffer a further depressive episode, with 10% having 
endured persistent depression (Piccinelli & Wilkinson, 1994). Those with Dysthymic 
Disorder show greater probability of MDD relapse having a faster cycle of recovery 
and relapse than those with MDD alone. Patients with more than three previous 
MDD episodes have increased chance of relapse and those with early onset depression 
(on or before the age of 20) being particularly vulnerable to relapse (Giles, Jarret, 
Biggs, Guzick &Rush, 1989).
The effectiveness of interventions for major recurrent depressive episode should be 
considered in the context of the high incidence of relapse and the potential cost to 
services of repeated presentations. Treatments should not be judged by management 
of an index episode but by reduction in relapse rate. It has been suggested that to 
avoid results being confounded by the natural course of the disorder, long term follow 
up of at least two years would need to be considered in evaluating the efficacy of the 
intervention (Roth & Fonagy, 1996).
3.1 Theoretical Basis of Cognitive Behavioural Therapy
Cognitive Behavioural Therapy represents an intensive short form of treatment based 
on a specific model of depression. The cognitive theory of depression (Beck, Rush,
Shaw & Emeiy, 1979) proposes that distorted thinking underlies depression. It 
suggests that it is not experiences or situations that leave individuals depressed but the 
way they process and interpret those experiences. The model identifies three main 
components in the development and maintenance of depression. The first component 
is negative automatic thoughts that appear spontaneously, apparently unprompted by 
events and form part of a person’s internal dialogue. These may be interpretations of 
current experience, predictions about fiture events or memories. They are often 
accepted as true by the person without further analysis, serve to lower mood and 
cause further thoughts and images to emerge in a downward spiral. Such thoughts 
and images are not seen as mere symptoms of depression but as crucial factors in 
maintaining it. The second component is the practice of systematic logical errors in 
the thinking of depressed individuals. Such errors include over generalisation, 
arbitrary inference, dichotomous thinking and personalisation. The third component 
is the presence of depressogenic schemata. These persistent attitudes or assumptions 
about the world represent the way in which the individual organizes their past and 
current experience. They allow the environment to be organised into its many 
psychologically relevant facets and thereby enable the individual to categorize and 
interpret their experiences in a meaningful way. According to the theory specific 
traumas, negative treatment and social learning in childhood contribute to the 
development of depressive schemata that may only be activated later in life by a 
combination of stressful circumstances. When such schemata are activated, they 
affect all stages of information processing and in particular leave the individual more 
prone to negative automatic thoughts. Thus a person with a schema based around the 
belief “Ï am worthless” will tend to distort experience so as to match this belief 
Information that would discount such a belief would be ignored or minimised
8sustaining depressive symptoms. This in turn leads on to other symptoms of 
depression; behavioural symptoms (for example lethargy and withdrawal); 
motivational symptoms (for example loss of interest); emotional symptoms (for 
example guilt, anxiety); cognitive symptoms (for example indecisiveness) and 
physical symptoms (for example poor sleep and appetite). As depression develops the 
automatic thoughts become pervasive and crowd out rational interpretations. This 
process is accelerated by the developing depressed mood forming a vicious cycle. 
The therapist aims to break the cycle through teaching the client to question the 
negative automatic thoughts and then to challenge the assumptions that underlie them.
3.2 The Practice of Gognitive Behavioural Therapy
Cognitive Behavioural Therapy (Beck et al, 1979) is a goal oriented, problem solving 
and structured approach that aims to alleviate emotional problems through changing 
patterns of thought and behaviour. The role of collaboration between client and 
therapist and the active participation by the client in bringing about change is 
emphasized. The process of change begins with the therapist educating the client 
about the cognitive model and the role of thoughts in emotions, physiology and 
behaviour. This collaboration will produce a formulation of the client’s depressive 
symptoms in terms of thinking patterns, precipitating factors (current stressors that 
have brought about present difficulties) and predisposing factors (childhood 
experiences, genetic vulnerability and personality factors). The therapist and client 
will in the initial stages set clear goals for therapy and these will be closely monitored 
throughout the process of therapy. Therapists employ an active directive style, 
teaching clients to become their own therapist in order to foster a sense of self­
efficacy. The therapist employs a range of strategies to help the client identify, 
examine, reality test and modify automatic thoughts, errors in information processing 
and schema. This will include the use of thought diaries to facilitate client’s 
identification of their automatic thoughts and understand how they influence their 
emotion and behaviour. Through the use of Socratic questioning, clients examine the 
advantages and disadvantages of holding particular beliefs and look at the evidence 
for and against dysfunctional and distorted thoughts. Behavioural strategies are also 
employed to test out dysfunctional thoughts and increase activity levels. This may 
include monitoring and scheduling activities alongside behavioural experiments that 
enable the client to test out their fears. A strong emphasis is placed on the completion 
of homework assignments in order to develop newly learned skills and put them into 
practice in their everyday lives.
4.1 Theoretical Basis of Cognitive Analytic Therapy
Cognitive analytic therapy (Ryle, 1990 & Ryle & Kerr, 2002) was developed to 
integrate both cognitive and psychoanalytic ideas with an emphasis on collaboration 
between the therapist and patient in creating and applying descriptive reformulation of 
presenting problems. The depressive symptoms are not considered entities in 
themselves but are manifestations of intra-psychic and interpersonal procedures. The 
aim of the therapeutic process is the revision of identified repetitive maladaptive 
patterns of thought and behaviour. Cognitive analytic therapy is a short term 
intensive treatment of usually 16 weekly sessions.
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Ryle (1990) proposed the Procedural Sequence Object Relations Model in which 
intentional acts or the enactment of roles in relationships were governed by repetitive 
sequences of mental environmental and behavioural processes. Problems are seen as 
arising from fixed ways of relating in response to the early environment. These are 
interactive and referred to as reciprocal roles. These refer to a stable pattern of 
interaction originating in relationships with parental figures in early life that 
determine current patterns of relationships with others and self management. Thus an 
infant growing up in an environment where strict parental control is a major feature of 
interactions begins to process the experience through the reciprocal roles of 
controlling-controlled. Both positions become available to the person through 
seeking another to occupy the controlling position so that one will be put in the 
familiar controlled position or by carrying out an internally critical controlling 
conversation so that one puts one self in the reciprocal position of being controlled. 
These procedures become stable due to the confirming responses of others in whom 
the other pole of the role is elicited. Such roles that were useful for survival in 
childhood frequently remain unrevised in adult life even when they are of minimal 
value in managing different environments and new social roles.
Neurotic procedures may support or maintain reciprocal roles by preventing 
modification of ineffective or harmful roles. These are referred to as target problem 
procedures and include traps, snags and dilemmas. Traps refer to the way in which 
individuals reinforce negative beliefs and assumptions by acting in ways that elicit the 
negative belief. Dilemmas are falsely dichotomous constmcts of interpersonal 
behaviour that narrow perceived choices to only those with negative outcomes. For 
example, the belief that if I get involved I will be hurt; if I stay alone I will be lonely.
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Snags lead to an inappropriate abandonment of personal aims due to a prediction or 
perception of a negative outcome. For example I may desire intimacy and work hard 
to develop a relationship but when such closeness becomes a possibility I sabotage 
this effort due to a separate belief that intimacy will rob me of my sense of self and so 
I withdraw.
4.2 The Practice of Cognitive Analytic Therapy
Description is the initial focus of therapy during the reformulation phase that usually 
comprises the first four sessions. The therapist explores the client’s life history in 
relation to the problems that have precipitated the referral. The client is encouraged 
to fill in the Psychotherapy File (Ryle, 1982) that involves the self monitoring of 
moods and symptoms and identification of target problem procedures from a self- 
selection list. The therapist helps the patient to identify a clear focus for the therapy 
and will work collaboratively to draw up a list of target problems and the procedures 
that underlie them. Recognising and describing the reciprocal role repertoire and 
other procedures provides a new basis for the client’s self reflection and aids the 
therapist in avoiding confirmation of or collusion with the client’s damaging role 
procedures.
The therapist then writes the client a reformulation letter that describes the historical 
development of the problem procedures and how they may impact on therapy. The 
letter will include the agreed list of target problems and target problem procedures 
with suggested aims or exits for each of these. This list serves to underlie the fact that 
therapy is concerned with the modification of current, repetitively used harmful
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procedures and all subsequent therapeutic work will be carried out in relation to these. 
The client may then correct any details and this empowerment of their position in the 
process is considered to be a significant factor in stabilizing the working alliance. 
The reformulation is then distilled into a sequential diagrammatic reformulation to 
facilitate the client’s understanding and recall of how their problems have been 
conceptualised. The reformulation of the client’s problems in terms of general, high 
level procedural patterns seeks to enable the client to reassess their identity, resources 
and possibilities through the internalisation of jointly created conceptual tools.
The work is then focused on the recognition of the procedures, identified in the 
reformulation, in current relationships including that with the therapist. Clients are 
encouraged to keep diaries of their recurrence as a means of enhancing recognition 
and control. The patterns start to become clearer as they are occurring and the 
observing self is strengthened. The sessions are largely unstructured although time is 
set aside for the reviewing and setting of homework and the rating of target problems 
and target problem procedures. The therapist will actively monitor both the client’s 
communication and their own reactions to the client in order to identify the 
manifestations of the problematic procedures. These may be evident either in reports 
of external events, internal thoughts and feelings of the client or may be enacted in the 
therapeutic relationship. The relationship between the process of therapy and the 
reformulation will be shared with the client. The client is then encouraged to predict 
how they may get drawn into a procedural response. The next stage for the client is 
revision of these procedures whereby new options can be explored and alternative 
procedures developed. Termination is the focus of the final sessions with ‘goodbye 
letters’ exchanged at the penultimate or final appointment. The aim of the therapist’s
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letter is to offer an accurate account of what has and has not been achieved in terms of 
modifying problem procedures and relieving problems and to identify where further 
work is needed.
5 Efficacy Studies
A major problem for evaluating evidence for usefulness of any psychotherapeutic 
intervention is the discrepancy between efficacy and effectiveness. Efficacy of 
therapy refers to the results that are achieved in carefully designed trials, whereas 
effectiveness is the outcome of therapy in routine practice. Efficacy trials are 
designed to show internal validity so that causal inferences can be made. The most 
rigorous form of efficacy trial is the randomized controlled trial, where as many 
factors as possible are controlled (such as treatnent choice, passage of time, 
demographic variables, symptom severity and levels of functioning) so that the major 
variable is the intervention itself. In this way any measured change is likely to be the 
result of the treatment. The most common modifications to clinical procedures to 
achieve internal validity are:
(a) the selection of diagnostically homogenous subjects,
(b) the randomisation of these subjects to treatments,
(c) the extensive monitoring of progress,
(d) the precise specification of therapeutic procedure and 
(d) the monitoring of their employment.
These requirements tend to undermine external validity and thus the results of trials 
do not necessarily generalise to ordinary clinical practice. Thus the design of studies 
will represent a compromise between the internal validity and generalisability. Whilst
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the ideal design to test the efficacy of a treatment would be to contrast treatment with 
no treatment, this tends to be neither ethically or practically possible. This is because 
withholding treatment from a control group, as evidence has accumulated for the 
general efficacy of treatments for depression, would be unacceptable to patients, 
therapists and ethical committees. Thus recent studies have been restricted to the 
comparison of active treatments.
5.1 Efficacy Studies for Cognitive Behavioural Therapy
The studies that have attempted to determine the efficacy of cognitive behavioural 
therapy for depression have compared it with pharmacotherapy that serves as a 
control condition of known effectiveness. The study by Hollon et al (1992) 
attempted to assess the efficacy of cognitive behavioural therapy when contrasted 
with medication in the treatment of unipolar depression. One hundred and seven 
moderately to severely depressed patients were randomly assigned to one of four 
treatment conditions. In three conditions patients received 12 weeks of active 
treatment: imipramine and clinical management; cognitive behavioural therapy; or 
cognitive behavioural therapy and imipramine. In a fourth condition patients 
continued to receive imipramine for 12 months after the initial 12-week period of 
imipramine and clinical management. Clinical management involved 30 minute 
weekly meetings that included provision of support and advice and thus contained 
psychotherapeutic elements. Sixty four subjects completed all treatments with no 
difference in attrition rates between the groups. Treatments were administered by 
experienced therapists with 20 sessions planned for the 12-week period. At the end of 
treatment recovery was defined as a Hamilton Rating Scale of Depression (HRSD)
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score less than or equal to 6 and also measured by clinician rating (conducted blind to 
treatment condition). There were no significant differences between the different 
modalities on either self report or clinician ratings. At two year follow-up clear 
differences were found between the groups. Relapse rates were 15% for subjects 
receiving the combined treatment, 21% for those receiving cognitive behavioural 
therapy alone, 32% in the medication continuation condition and 50% for subjects 
receiving medication without continuation. There was no significant difference 
between the relapse rates in the two cognitive behavioural therapy conditions.
The study provides evidence of the prophylactic value of a brief period of cognitive 
behavioural therapy during the acute phase of depression. The high rate of attrition 
(averaging 40% across treatments) introduced an additional risk for unbalancing the 
comparability of the respective sets of treatment completers. This difficulty may 
relate to the process of randomising subjects to different treatment conditions about 
which they may have a preference. A further source of concern is that it has been 
noted that not all depressed subjects are equally responsive to pharmacotherapy, with 
symptom severity appearing to predict differential response to pharmacotherapy 
relative to pill-placebo (Joyce & Pykel, 1989). Whilst this problem does not require 
studies to only include subjects that are pharmacologically responsive, the inclusion 
of a pill-placebo control would provide an independent basis for the specification of 
such differential responsiveness. Thus in the above study there is no way of being 
certain that pharmacotherapy was specifically effective in this particular sample and 
thereby undermines its role as a control condition.
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This latter problem was addressed by The National Institute of Mental Health in their 
large scale project to examine the efficacy of both cognitive behavioural therapy and 
interpersonal psychotherapy (Bergin & Garfield, 1994). The research aimed to test 
the psychological interventions against a medication(imipramine) that served as a 
control condition. Subjects were recruited with a DSM-111-R diagnosis of unipolar 
depression at three research sites across the United States. The 239 subjects were 
randomly allocated to four treatment conditions: cognitive behavioural therapy, 
interpersonal psychotherapy, imipramine and clinical management (I-C) or placebo 
and clinical management (P-C). The study employed experienced therapists who 
were supervised regularly and sessions were tape recorded and carefully checked to 
ensure adherence to therapeutic model. Patients were assessed before treatment and 
at 4, 8, 12, and 16 weeks and followed up at 6, 12 and 18 months. During therapy 
standardised measures of depression were employed (including the Beck Depression 
Inventory [BDI] and the HRSD) and after discharge progress was assessed using a 
semi-structured interview. Recovery was defined as an HRSD score of less than 6 
and a BDI score of less than 9. No significant differences between the treatment 
groups were found employing the BDI data, though in part this seems to reflect the 
degree of improvement in the P-C condition. Using the HRSD data only the I-C and 
interpersonal psychotherapy treatment groups were significantly more likely to 
recover that those in the P-C group. However there were no significant differences 
between the therapies or between the therapies and the I-C group.
The follow up analysis of subjects focused on those who had met the strict criteria for 
recovery- at least 8 weeks following completion of treatment with minimal or no 
symptoms (Shea et ai, 1992). Relapse was defined as the presence of at least 2
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weeks of Major Depressive Disorder-level symptoms over the 18-month follow up 
period. Only 24% of the patients with follow data met the criteria for recovery with 
no relapse. Of those entering therapies, 24% of those receiving cognitive behavioural 
therapy remained recovered without relapse at 18 months, compared with 23% with 
interpersonal psychotherapy, 16% for I-C and 16% for I-P. Despite a trend for 
psychotherapy to be superior to I-C there are no significant differences between these 
groups. There are however problems interpreting the data Jfrom the two described 
studies involving a naturalistic long term follow up. Shea et al (1992) noted that 
because the groups no longer benefit from the original randomization, attributions 
about effects can not necessarily be traced to the treatment modality employed. 
Overall these results suggest that cognitive behaviour therapy is at least as effective as 
medication in reducing the risk of relapse.
The above naturalistic studies were primarily designed to address questions relevant 
to acute response rather than long term prophylaxis. The role of cognitive 
behavioural therapy as a maintenance treatment in the prevention of the recurrence of 
depression has received more focussed attention. Blackburn & Moore (1997) 
randomly allocated 75 subjects with a primary diagnosis of major unipolar depression 
to three groups: acute treatment with antidepressants and maintenance cognitive 
therapy; acute treatment with cognitive therapy and maintenance cognitive therapy; 
acute treatment with antidepressants and maintenance cognitive therapy medication. 
The acute treatment stage lasted for 16 weeks and there was two years of maintenance 
treatment. During the acute phase cognitive behavioural therapy took place once per 
week, with a minority of patients seen twice per week at the outset of treatment. 
During the maintenance phase therapy took place three times in the first month, twice
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in the second month and monthly thereafter. Medication was prescribed at or above 
therapeutic doses during acute phase of treatment and at or above maintenance doses 
during follow up treatment. Patients were selected for high risk of recurrence of 
depression having had at least one previous depressive episode. The study found that 
in out patients selected for recurrent major depression, cognitive behavioural therapy 
was as effective as medication for the acute episode. The proportion of recovered 
patients (defined as HRSD score less than or equal to six) was significantly below 
other studies and is likely to be a consequence of the sample. The study recruited 
only those that had one or more previous episodes and included subjects with 
personality disorders or other secondary psychiatric conditions. At two year follow 
up, maintenance cognitive behavioural therapy was as effective as maintenance 
medication in preventing relapse, whether cognitive behavioural therapy followed 
acute treatment with cognitive behavioural therapy or with medication.
However on account of the small sample size included in the maintenance data 
(N=34) the lack of differentiation between the groups may not reflect equivalent 
efficacy. Secondly, relapse was defined in terms of scores on self report 
questionnaires (a score greater than 14 on the HRSD) that may not accurately reflect 
subject’s level of symptoms. Thirdly there was no objective measure of medication 
compliance employed. Overall, despite the limitations described, there is evidence 
that cognitive behavioural therapy as maintenance treatment is as effective as 
medication in reducing relapse for clients who are high risk for recurrent depression. 
Furthermore the sample can be considered a better representation of clients seen in 
routine practice than the studies described above as those with personality disorders 
and secondary psychiatric diagnoses were included. Although antidepressant
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medication is generally cheaper to administer than weekly therapy, when cognitive 
behavioural therapy is delivered less frequently as continuation treatment it becomes 
more economically viable and possibly more acceptable to clients at risk who do not 
wish to take medication long term.
5.2 Efficacy Studies for Cognitive Analytic Therapy
There have been no controlled trials of cognitive analytic therapy for recurrent 
depression. The relative paucity of outcome studies so far is due in large measure to 
the fact that cognitive analytic therapy is a young and developing model and 
associated difficulties in obtaining the necessary fimding. The main evidence comes 
from two naturalistic studies. Dunn el al, (1997) carried out an audit of 243 referrals 
to an outpatient’s clinic for 16 sessions of cognitive analytic therapy carried out by 
supervised trainee therapists. The majority of the sample had a clinical diagnosis of 
minor depression or anxiety but only 55% of the sample completed therapy. Outcome 
was measured by comparing pre- and post- therapy scores on the BDI, the Symptom 
Checklist and the Inventory of Interpersonal Problems. There was a significant 
reduction in mean scores on all three inventories. However the study had no control 
group against which to compare the efficacy of the treatment provided. Thus the 
changes observed could be related to other factors such as the passage of time, but this 
appears unlikely given the large sample size. There was no longer term follow up of 
subjects in this study that prevents any conclusions being drawn about the 
effectiveness of cognitive analytic therapy in preventing relapse.
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There has been one comparative trial for patients with neurotic disorders (Brockman 
et al, 1987). This study compared cognitive analytic therapy with interpretive 
therapy in the treatment of 48 subjects with neurotic disorders in an out- patients 
department of a large inner city hospital. The majority of subjects included in the 
study had a diagnosis of Major or Minor Depressive Disorder. Subjects were 
randomly allocated to one of the therapeutic interventions, following an intake 
interview, for 12 weekly appointments. Subjects were assessed before therapy, after 
therapy and at follow up (8-22months after completion of treatment) using the BDI 
and the General Health Questionnaire (GHQ). Attitudes to self were measured on a 
semi-structured dyad grid (Ryle, 1980) where patients rated their parents’ 
relationship, and the role of self to other and other to self in eight relationships 
(including that with parents). These grids were analysed to derive a Positive Self 
Attitude Score (PSA) and a Negative Self Attitudes Score (NSA). Both samples 
showed significant reduction in BDI and GHQ scores after therapy and the scores 
were maintained at follow-up. Only the cognitive analytic therapy group showed 
significant improvement in PSA scores. This latter result is of significance as it 
represents a change in ways of relating that is a central focus of cognitive analytic 
therapy.
The study gives limited evidence that the treatments were effective in treating the 
presenting conditions and the gains appear to have been maintained at follow-up. 
However there was no control group in the study that limits conclusions about 
improvements being linked to the therapeutic intervention received. The samples were 
poorly matched with the cognitive analytic therapy group having more severe 
symptoms. Furthermore the sample presented with a range of diagnoses so that
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conclusions about efficacy for depression specifically are problematic. There was a 
large variance in the time to follow up so that clear conclusions can not be made about 
how far gains following treatment were sustained.
The evidence base for cognitive analytic therapy and its use in treating major 
recurrent depressive episode is limited. However, Ryle & Kerr (2002) noted that have 
absence of evidence of efficacy does not necessarily imply that there is evidence of 
lack of efficacy. The main focus in the development of cognitive analytic therapy has 
been on theoretical elaboration and the creation of professional training structures 
rather than outcomes oriented research (Margison, 2000). This reflects concerns 
about the value of research employing randomised controlled trials. Aside from the 
problems of external validity described above, there is difficulty in agreeing 
meaningful measures of outcome that accurately reflect improvement. Therapy is an 
elaborate intervention that deals with complex human difficulties. The tendency in 
randomised controlled trials has been to measure symptoms through the use of 
standardised instruments such as the BDI. Such measures cannot represent the 
complex cognitive, affective, interpersonal and physiological processes that 
characterise a depressive episode. Thus symptomatic improvement may be a poor 
measure of the benefit of therapy where the focus, in cognitive analytic therapy may 
be on changes in ways of relating. However the employment of scores derived from 
the semi-structured dyad grid, as in Brockman et al. (1987) study, may provide a 
more adequate measure of such changes and thus be employed in future controlled 
trials.
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6 Future Developments
In comparing therapeutic interventions, one must bear in mind the ‘equivalence 
paradox’ whereby it appears that therapeutic efficacy of different theoretical models 
tends, very approximately, to be comparable (Garfield, 1998). This suggests that 
efficacy may depend as much on common factors and therapist competencies as on 
the specific package which the model embodies. In understanding such equivalencies 
research has begun to elucidate the active ingredients or therapeutic factors that lead 
to clients’ clinical improvement. For example therapeutic empathy has been found to 
positively correlate with decreases in measures of depression (Bums & Nolen- 
Hoeksema, 1992). Furthermore research has begun to identify how individual patient 
characteristics may relate to receptivity to alternative treatments. For example Addis
6  Jacobson (1996) have found that clients who endorsed existential reasons for 
depression had significantly better outcomes with cognitive therapy than those who 
gave relationship oriented reasons. The development of these forms of process 
related research will develop the evidence base for those practitioners who tend to 
combine both common factors and specific emphases from a number of therapies to 
suit the individual client.
7 Conclusion
In conclusion, cognitive behaviour therapy has been the most widely researched 
psychotherapeutic intervention for recurrent depression. Studies have shown that it is 
at least as effective as medication in reducing the chance of relapse, when it is 
provided as an intensive treatment during an acute episode or as a maintenance
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treatment. However the efficacy studies tend not to be representative of standard 
clinical practice. There is only limited naturalistic evidence for cognitive analytic 
therapy in the treatment of recurrent depression, with no studies considering its 
impact on relapse. However given the relatively recent development of this 
therapeutic modality, these initial results are encouraging. The potential cost to 
services of repeated presentations for clients that have major recurrent depressive 
episodes, suggest that provision of psychotherapeutic interventions, that have been 
shown to reduce relapse rates, are an effective use of service resources. In particular 
such interventions should be targeted at those with early onset depression and those 
who have had three previous episodes that are at greater risk of relapse.
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Describe and discuss some of the issues involved in 
assessing consent in people with learning disabilities
August 2003 
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1 Introduction
In this essay I will present the principles and policies that provide the context for the 
issues relating to assessing consent. Having defined consent, I will take each of the 
three elements in turn to present and evaluate the matters involved in satisfying their 
requirements. I will draw on examples of consent to assessment and treatment, 
consent to sexual relationships and consent to participate in research to illustrate 
particular difficulties. The discussion will focus on the position of people with 
learning disabilities who are aged eighteen years and above and who do not fall within 
the provisions of Part IV of the Mental Health Act (1983).
2 Principles and Context
The standard definitions of a learning disability refer to the appearance in the 
developmental period of a significant impairment of intellectual functioning together 
with a significant impairment of adaptive behaviour and social functioning (World 
Health Organisation, 1993; American Psychiatric Association, 1994). Historically 
people with learning disabilities have been considered incapable of having a 
significant role in making decisions, without giving them the opportunity to 
demonstrate their ability (Fennel, 1996, cited in Murphy & Clare, 1997). This 
tradition, based on generalisations about the abilities of those labelled learning 
disabled and a paternalistic approach to their care, has often denied them their civil 
liberties. The past thirty years has seen increasing recognition of the need to 
recognise the full citizenship of people with learning disabilities and foster their 
empowerment. The social policies of de-institutionalisation and care in the
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community have enabled a large number of people with learning disabilities to be 
resettled from hospital (Mansell, 1997 cited in Wong et a l, 1999), thus potentially 
increasing the opportunities and scope for decision-making. These changes have been 
influenced by the principles of normalisation and social role valorisation 
(Wolfsenberger, 1983) that seek to treat people with learning disabilities as much like 
other people as possible and integrate them into the mainstream of everyday life 
through providing age-appropriate and culturally normative experiences.
The amount of self direction an individual enjoys directly impacts on their feelings of 
competence, efficacy and adult status (Lindsey, 1996). However the respect for 
autonomy and self determination needs to be balanced against the provision of care 
and responsibility for protecting adults from the harmful consequences of choices 
made when their decision making is seriously impaired. The need to protect 
vulnerable adults must be considered in the context of increasing recognition of the 
physical and sexual abuse suffered by people with learning disabilities (Brown et al, 
1994) and the health inequalities they endure (Department of Health, 2001b).
Meaning of Consent
Informed consent refers to the opportunity to give personal permission for a 
procedure, programme or activity that affects one’s life. There is general agreement 
in the literature that the components of consent are that the person has the capacity to 
make the decision, sufficient relevant information has been provided and the decision 
was made voluntarily (Murphy & Clare, 1995; Department of Health, 2001a). 
English law presumes that an adult is competent to consent unless it can be proved
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otherwise and competent adults have the right to accept or refuse treatment regardless 
of the view taken by others as to the reasonableness of the decision (Gunn, 1994). 
Currently there is no legal basis for others (such as family or paid carers) to consent 
on behalf of a person with learning disabilities and where a person is considered to 
lack capacity to consent, any action has to be in the person’s best interests and 
necessary for well being (Gunn, 1994). This is the basis for a defence should the 
action be subsequently challenged and is entirely distinct from consent. The validity 
of consent does not depend on the form in which it is given (Department of Health, 
2001a). If the elements of consent have not been satisfied a signature on a form will 
not make the consent valid. However it is good practice that the assessment of 
consent is recorded in the clinical notes and where possible consent forms completed 
(Department of Health, 2001a).
4 Capacity to Consent
Three main approaches have been employed to determine the capacity of an 
individual to consent: status, outcome and functional. The status approach assumes 
that a person’s capacity to make decisions is necessarily impaired on the basis of their 
membership of a particular group such as people with learning disabilities. This 
approach is not supported empirically, as research has demonstrated that some people 
with a learning disability have the capacity to consent (Morris et al, 1993) and has not 
been accepted in case law (Gunn, 1994). This approach fails to consider that 
decisions vary in complexity and that individuals may be able to make some decisions 
and not others.
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The outcome approach considers a person’s capacity to make decisions on the basis of 
the consequences of their actual decision. An individual’s competence is dependent 
on the risks associated with treatment and how reasonable a professional considers the 
decision. Whilst this approach protects people from the consequences of unsound 
decisions it has been rejected by case law {Re T  [1992] 4 All E.R. 649) as it gives 
little meaning to self-determination and is biased in favour of decisions that 
correspond to professional preference. Individuals are entitled to make a decision 
based on their own religious belief or value system, even if that decision is perceived 
by others to be irrational (Department of Health, 2002).
The functional approach is based on establishing the extent to which a person’s 
comprehension, knowledge and abilities meet the demands of a particular situation, 
with respect to a particular decision. Thus an individual’s decision making capacity 
may vary across types of decisions and over time. This approach recognises the 
fluctuating nature of capacity and necessitates periodic assessment. Capacity can be 
improved by developing an individual’s relevant functional abilities or by amending 
the situation (Murphy & Clare, 1995). This is the approach adopted under English 
law and recommended by professional bodies (British Medical Association and The 
Law Society, 1995). However this approach is time consuming as it must be applied 
to each decision each time it is made, when an appropriately trained professional may 
not be available (Hoggett, 1994 cited in Arscott, 1997). The approach necessitates 
that minimum levels of understanding be defined, but the amount of information that 
should be understood is not easily determined. The complex nature of functional 
assessments of capacity has left some health care professionals reluctant to treat 
people with learning disabilities for fear that any apparent consent by them is invalid
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(Keywood et al, 1999). Furthermore the lack of awareness of the need for functional 
assessments of capacity among health professionals (Turner et al, 1999) may mean 
that the proposed role of health facilitator for people with learning disabilities 
(Department of Health 2001b) include ensuring adequate capacity assessments are 
carried out.
4.1 Variability of Tests of Capacity
An individual’s capacity to consent to treatment needs to be assessed anew for each 
occasion, as the complexity of the decisions and the person’s capacity may vary. 
Based on recent case law it has been recommended (British Medical Association and 
The Law Society, 1995) that to demonstrate capacity individuals should be able to: 
understand relevant information concerning the nature and purpose of the proposed 
intervention; understand the principal benefits, risks and alternatives of the proposed 
intervention including the consequences of not receiving the treatment; retain and 
weigh up the information in order to reach a decision; and communicate a choice.
The determination of capacity to consent to research has developed separately from 
that of consent to treatment and has generally been shaped by professional codes 
rather than legal constraint. The British Psychological Society’s Code of Conduct 
(1995) proposes that psychologists ensure that participants have understood the nature 
of the research, that an accurate account of potential gains and harm that may result 
have been presented, that the advice of others has been sought where no meaningful 
consent can be obtained and that the withdrawal of consent has been allowed for at 
any stage. Underlying this approach is a functional conception of capacity that needs 
to be considered in relation to a particular project at a particular time (lacono &
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Murray, 2003). The relative emphasis on an individual’s autonomy to make research 
decisions is somewhat dependant on the specific risks and benefits of the research 
involved. For research involving high risks and minimal therapeutic benefit a high 
standard of decisional capacity may be necessary to ensure that the individual can 
understand the complexities of the risk-benefit ratio (Department of Health, 2001a).
Sexual relationships are considered lawful if the person is able to consent and consent 
is given (Gurm, 1994). Women and men can give legal consent to heterosexual and 
homosexual relationships at age 16. Adults with a learning disability cannot consent 
to sexual relationships with members of staff at a facility they attend (Gunn, 1994) 
and thus there is no requirement to assess capacity. Instead referral to local adult 
protection services is required who will deal with matter under local guidelines for 
protection of vulnerable adults from sexual abuse. The English law has not concerned 
itself with the reason why consent is given, thus where someone has consented to sex 
on account of being offered inducements there can be no grounds for prosecution. 
However the situation might be considered exploitative and thus staff intervention 
required. A formal assessment of capacity is not required for a person to enter into a 
sexual relationship but where concerns are raised the common law test of capacity to 
consent to sexual relations implies that the person understands what is proposed and 
its implications (British Medical Association and The Law Society, 1995). This test 
is often interpreted rather strictly in drawing up local policy and guidelines for 
residential and day care staff in relation to sexual relationships of those with learning 
disabilities (Murphy & Clare, 1995). This usually involves basic sexual knowledge, 
understanding of potential consequences and abilities related to self protection 
(Kennedy & Niederbuhl, 2001). Generally it will be carers who become aware that a
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person with learning disabilities is having a sexual relationship and they need to be 
alert to the possibility of sexual abuse and should give consideration to the potential 
indicators of an abusive relationship (Murphy & Clare, 1995). This may be 
dependent on input and training from specialist multidisciplinary teams.
It has been suggested that these tests of capacity draw on a normative model of 
decision making that relates to how people make decisions to optimize their goals in 
idealized situations (Jenkinson, 1993). Such a model fails to acknowledge the 
cognitive and affective influences on decision-making and recognise that it is 
common for competent decision-making to break down. There is thus a danger that 
higher expectations of decision-making will be applied to people with learning 
disabilities than to the non- disabled population.
The variety of test applied to the determination of consent and the range of legal and 
professional sources on which they are based has been criticised for leaving the law 
unclear and professionals uncertain (Arscott, 1997). The demands for a single 
coherent test of incapacity have been accepted in the Draft Mental Incapacity Bill 
(Department of Constitutional Affairs, 2003). Whilst clarity in the law is to be 
welcomed, there are distinct differences between the competencies required to 
consent in different contexts. For example in the case of consent to treatment an 
individual is given information, with family support and medical advice the issue is 
discussed with the individual, others may give their opinions and the pros and cons 
are weighed. Individuals then make a decision with support from others. This is not 
so with sexual consent. First individuals will be alone in making this decision, 
probably in a situation where others cannot be consulted, and a relatively quick and
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independent choice will have to be made. Secondly individuals will have to act 
independently on this decision, relying on previous education and safety skills 
obtained. The two types of competencies, while sharing some basic similarities are 
quite distinct.
4.2 Standardised Assessment Tools
The determination of capacity is a complex process that requires clinicians to draw on 
a range of information to inform their judgement. Whilst tests of intellectual ability 
provide relevant information, decision-making ability cannot be predicted on the basis 
of intelligence tests (Murphy & Clare, 1995). Assessment tools have been 
developed that attempt to measure whether an individual is able to satisfy the criteria, 
discussed above, for capacity. These take the form of presenting a number of 
hypothetical clinical vignettes and then questioning whether the person is able to 
answer questions related to each element of capacity (Morris et al, 1993; Arscott et al, 
1999). These procedures have shown that while some people with learning 
disabilities are able to satisfy the criteria for capacity, the most difficult questions 
concerned abstract concepts such as their rights and opinions and also the potential 
future impact of their choices.
A problem with the use of hypothetical vignettes is that qualitative differences may 
exist between a situation one is asked to imagine and a situation one is actually 
involved with (Berghmans, 2001). Real life clinical situations can evoke fear, anxiety 
and powerlessness and it is important that the effect of these on capacity are 
investigated and addressed. Indeed the functional approach requires consideration of
35
capacity in relation to a particular decision, and thus capacity to consent to 
hypothetical situations in the assessment tool may bear little relation to the 
competence of the person to consent to actual decisions at hand. One method of 
determining the validity of these tools has been to compare test scores with clinical 
judgements (Etherington, 1990 as cited in Arscott et al, 1999). However this is not 
wholly satisfactory as it implies that clinical judgement of capacity involves a 
scientific rather than a normative judgement because it presumes some explicit or 
implicit standard of capacity employed by the clinician. Furthermore, as discussed 
below, the presentation of information needs to be adapted to the needs of the client 
which would undermine the standardised nature of such a test. It has also been 
suggested that the form of presenting information and then asking questions relevant 
to the criteria for capacity may only ‘measure’ the capacity to reproduce information 
that is not clearly identical to decision making capacitj^ (Berghmans, 2001).
These tests put demands on the verbal and memory abilities of clients and may be 
biased against people with learning disabilities who have been shown to have deficits 
in these areas (Clements, 1998). It may also be problematic to rely on assessments 
that require sophisticated expressive language skills, as it has been shown that some 
clients are only able to demonstrate capacity when they are provided with an 
opportunity for non-verbal demonstration (Wong et al, 2000).
However it is increasingly recognised that standardised assessment tools are not to be 
considered as absolute measures of capacity, but to be administered as one of a 
number of assessments that assist clinicians when forming a judgement about an 
individual’s ability to consent (Arscott et al, 1999). They may provide a useful first
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step in identifying areas where individuals require further assistance to understand the 
information needed to make an informed decision. Other instruments may include 
tests of IQ, memory and language ability in order to evaluate an individual’s overall 
level of ability and to assist clinicians in determining how information can be 
effectively presented.
5 Information
For consent to be genuine, consideration should be given not only to what information 
is given but how it is provided. This is of particular importance for people with 
learning disabilities who are unlikely to seek out relevant information (Jenkinson, 
1999).
5.1 Content of Information
The extent of information required for the consent to be considered genuinely 
informed depends on the context. With respect to medical treatment the professional 
may be liable to an action for negligence if the patient subsequently suffers harm as a 
result of the treatment received, if relevant information is not provided (Department 
of Health, 2001a). The information provided has to be in accordance with a 
responsible body of medical opinion skilled in the field in question (Murphy and 
Clare, 1995). In providing information, there is a need to ensure that the patient is 
able to make a balanced judgement and thus be informed of any significant risks in 
the proposed treatment, any alternatives to it and the risks incurred by doing nothing 
(Department of Health, 2002).
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The extent of information that should be made available is considered to be greater for 
research than for ordinary treatment and should cover all material risks and benefits 
(Royal College of Psychiatrists, 1990). This issue is not only ethical but practical, 
since the results of research may be affected by the way in which a participant 
understands the nature of a research procedure. Consent to the face to face aspects 
of the research (for example, talking to an individual researcher) is distinct trom 
consent to the more hidden aspects of the research (for example, analysis of the 
person’s responses, forming conclusions about the person and their situation and 
informing others about what they have found). Clearly people need to give consent to 
those parts of the research process they can understand and have some control over. 
With respect to the more hidden aspects of research three courses of action have been 
suggested in the literature. First, researchers could invest much more time and effort 
in describing and demonstrating, in a concrete way what people are being asked to 
consent to and the extent of their involvement (Arscott et al, 1998). Secondly, people 
with learning disabilities could be fully involved in all stages of the research design, 
data collection and analysis and dissemination (Minkes et al, 1995 cited in McCarthy, 
1999). Thirdly, it could be accepted that some people with learning disabilities are 
not in a position to give informed consent and to develop ethical practice to proceed 
in the absence of this (Brown & Thompson, 1997).
The provision of sex education to people with learning disabilities is considered 
central to their ability to exercise their right to sexual relationships and protection 
fi"om abuse (Craft, 1994). Individuals who lack training in sexual matters and basic 
safety skills are placed at risk by being unable to resist unwanted advances or protect
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themselves from unwanted pregnancies and infections. It has been shown that 
individuals who have had prior sexuality training are more likely to be found 
competent by health professionals to consent to sexual activity (Kennedy, 1999). 
Whilst sex education should be provided as part of general education for people with 
learning disabilities, it may be that a specific intervention will arise where a sexual 
relationship is suspected by staff. In this case any assessment of capacity should seek 
to identify areas of education and training to increase effective safety practices and 
thus promote their sexual rights.
For any educational package to be effective account needs to taken of the individual 
characteristics of the person involved. This may require recognition that heterosexual 
men and women with learning disabilities very often lead different sexual lives 
(McCarthy, 1999). Thus it is unlikely that the same sex education advice and support 
will be useful to both men and women. For example it has been found that women 
with learning disabilities were significantly more likely than men to have had sex 
without really wanting or enjoying it in its own right (McCarthy, 1996). This 
suggests that emphasis needs to be placed on self-esteem and assertiveness work for 
women with learning disabilities to enable them to have relationships based on 
consent rather than coercion. A related matter is the cultural biases that may impact 
on sexuality work. Resources available for sex education in learning disability, which 
remain predominantly heterosexual (Cambridge & Mellan, 2000), fail to reflect the 
true diversity of people with learning disabilities. Guidelines used in teaching people 
with learning disabilities about sexuality generally adopt a feminist perspective 
(Malhortha & Mellan, 1996) that may fail to represent other styles of consenting 
relationships, particularly those in a different cultural context in which women’s
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submissiveness can be valued. This may require an understanding of particular 
cultural conventions about what is discussed outside the family and between men and 
women. For example religious requirements of modesty may mean that issues of 
sexuality are appropriately considered in a one to one context with someone of the 
same gender.
5.2 Form of Information
The assessment of capacity should seek to empower individuals with learning 
disabilities and maximise their functional abilities through presenting information in a 
form that increases the likelihood of comprehension. In determining the form of 
presentation of information it is important to consider that people with learning 
disabilities have been found to have deficits in verbal and memory abilities 
(Clements, 1998) and difficulties processing complex sequences of information 
(Hulme & MacKenzie, 1992 cited in Murphy & Clare, 1995). It has been shown that 
by presenting information as separate elements with questions asked after each 
section rather than as continuous prose and reducing the level of verbal ability 
required to respond, decision making capacity can be improved (Wong et al, 2000). 
The simplification of sentence structure and vocabulary may also improve 
comprehension (Arscott, 1998) and where appropriate, the use of augmentative or 
alternate forms of communication should be considered. Professionals within a multi­
disciplinary team should seek the advice of speech and language therapists in 
developing such strategies. March (1992) found that the use of photographs can 
increase responsiveness and facilitate comprehension of people with learning 
disabilities to questions concerning their preferences and a range of picture books 
have been developed for this purpose. It has been found that information related to
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rights, options and the impact of choices was the most difficult for people with 
learning disabilities to understand in consent to treatment assessments (Arscott et al,
1999). Thus an intervention strategy that makes these elements more concrete, for 
example through the use of photographs, may assist comprehension. However these 
general considerations are no substitute for a comprehensive assessment of an 
individual’s cognitive abilities and preferred medium of communication that will 
provide a precise basis for determining the form of information. This may include the 
use of translators or those with experience of communicating with the individual.
The Government’s proposed Mental Incapacity Bill (Department for Constitutional 
Affairs, 2003) requires that all practicable steps be taken to help an individual to make 
a decision. Whilst it would appear that the above considerations would constitute 
such steps, developing skills that may facilitate comprehension is a long term process 
that can not be addressed within the context of an assessment.
6 Voluntary Decision Making
It has frequently been the practice to consider failure of a person with learning 
disabilities to object to treatment as an indication of voluntary agreement (Ellis, 1992 
cited in Cea & Fisher, 2003). Consent needs to be distinguished from compliance 
where an individual does as the health professional requests. The process of 
determining the consent of clients needs to ensure that factors undermining the 
voluntary nature of choice are considered.
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6.1 Acquiescence and Suggestibility
The voluntary nature of a decision will reflect the extent to which a person is able to 
express their own views, rather than those indicated to them, albeit inadvertently by 
other people. Among the psychological characteristics that may be involved in this 
process are acquiescence and interrogative suggestibility. Acquiescence refers the 
tendency to say yes in answer to statements or questions regardless of the content of 
items and suggestibility refers to the tendency to be mislead by leading questions and 
to shift answers in response to negative feedback (Gudjonsson, 1990). Both 
acquiescence and suggestibility have been found to be inversely related to IQ 
(Gudjonsson, 1990). The explanation for this phenomenon has focused on social 
desirability or submissiveness that result from a greater experience of failure and 
greater levels of control exerted by others over the lives of people with learning 
disabilities (Sigelman et al, 1981, cited in Finlay & Lyons, 2002). However as 
acquiescence has been found in people with learning disabilities in the absence of 
behavioural compliance (Rosen et al, 1974 cited in Finlay & Lyons, 2002), it suggests 
that it may be caused by factors other than submissiveness. Through reviewing the 
literature on acquiescence in the general population, Finlay & Lyons (2002) suggest 
that a further explanation lies in the conceptual and grammatical demands of the 
situation. It is thus hypothesised that acquiescence is a response used by people with 
learning disabilities when they are uncertain of the meaning of questions or uncertain 
of the answer.
Strategies for reducing acquiescence and suggestibility include the use of non-leading 
open questions using simplified grammar and structure. However open questions tend 
to elicit fewer details from people with learning disabilities (Perlman et al, 1994) and
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where forced choice questions are necessary either/or questions should be used in 
preference to yes/no questions. However either/or questions are likely to be longer 
and more complex in their phrasing and as a result more difficult to understand. 
Whilst either/or questions are more successful when they involve short or single word 
options, in this form a last option bias has been found (Sigelman et al, 1981, cited in 
Finlay & Lyons, 2002). However when options are presented with photographs, the 
last option bias is significantly reduced (March, 1992). Acquiescence is more likely 
when people are uncertain of the answer to a question and thus interviewers should 
stress the option of saying “don’t know” if this is the case. An additional 
consideration is how interviewees may interpret being asked the same question in 
different ways. This may be necessary to check for acquiescence or for repeated 
enquiry as to whether someone consents. Clients should be repeatedly warned that 
this is part of the procedure and does not mean their initial answers were wrong. A 
further recommendation from the forensic literature is to conduct a pre-interview 
during which questions concerning information known to the assessor is asked to 
discern how the person exhibits uncertainty, how prone they are to acquiescence and 
suggestibility and to show that it is appropriate for them to disagree or say they are 
not sure (Tully & Cahill, 1984).
The social context of the interview will impact on acquiescence and suggestibility. A 
close and trusting relationship between the interviewer and interviewee has been 
identified as an antecedent to a suggestible response (Gudjonsson, 1990). This may 
conflict with the benefit of using interviewers who have an existing rapport with the 
person and who may be familiar with their communication style. Thus careful 
consideration needs to be given to the costs and benefits of different interviewers.
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Attention should also be paid to power imbalance as the social disadvantages 
experienced by people with learning disabilities puts them at increased risk of 
compliance with professionals (Gudjonsson, 1990). Families, guardians or advocates 
may play an important role in assisting individuals with decision making. ‘Shared’ 
decision making is preferred by many older people and families of non-western 
cultures, who place great emphasis upon family interdependence and connectedness 
(Kapp, 1991 cited in Freedman, 2001). However care should be taken that such 
support does not undermine the voluntary nature of the decision.
6.2 Choice as an Environmental Process
If people fail to perceive any relationship between their actions and things that happen 
in their lives, they may develop a generalised belief that they are powerless to affect 
outcomes. They are likely to become increasingly passive and unwilling to 
participate in making choices (Jenkinson, 1999). People with learning disabilities 
have been identified as vulnerable to experiencing learned helplessness (Guess et al, 
1985). Learned helplessness refers to a subjective perception by individuals that they 
are unable to exert control over outcomes and corresponding deficits in response 
initiation and perseverance (Weisz, 1990 cited in Jenkinson, 1999). It has been found 
that people with learning disabilities who are rated highly on learned helplessness 
make less appropriate decisions in terms of considering consequences or seeking out 
further information compared to those who were low on learned helplessness 
(Jenkinson, 1999). The process appears to be a circular one because individuals who 
do not have the opportunity to make decisions that affect their lives will develop 
learned helplessness that will in turn affect their competence in decision making.
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Voluntary decision making will not occur simply by making available relevant 
information about potential options and individual characteristics need to be 
considered. Individuals who have had experiences leading to learned helplessness 
may require a lengthy period of supported practice in making decisions in order to 
gain greater confidence, feelings of control and awareness that they can exercise 
choice in a situation. However despite recommendations for training in the literature 
(Morris el al, 1993) it is questionable whether education will be effective unless 
people with a learning disability are also permitted to make fundamental lifestyle 
decisions on a daily basis. Social factors that can improve decision making abilities 
include provision of an environment that is structured to promote choice making, staff 
support in identifying situations where choice is available and staff sensitivity to non 
verbal communication of clients (Harris, 2003).
7 Conclusion
The assessment of consent involves balancing the respect for individual autonomy 
with professional responsibility for the care of people with learning disabilities. The 
functional approach to assessing capacity recognises the importance of considering 
the context in which decisions are made but presents a challenge to clinicians in 
evaluating whether its elements have been satisfied. The assessment process should 
seek to empower individuals through detailed planning of interview techniques that 
protect the voluntary nature of decision-making and ensure that information is 
appropriately presented. The use of the assessment to develop decision-making 
abilities can enable social and health inequalities of people with learning disabilities 
to be addressed.
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1.1 Introduction
In this paper, having described the symptoms and common features of Asperger’s 
syndrome, I will present three theories that have been used in the literature to explain 
the syndrome and evidence that supports them. I will then take each theoiy in turn to 
consider the implications for assessment and intervention of children and adolescents 
with Asperger’s syndrome.
1.2 Definitions of Asperger’s Syndrome
The designation of autistic spectrum disorder is given to those who present with a 
triad of impairments of reciprocal social interaction, verbal and non-verbal 
communication and restricted range of imaginative activities (Wing & Gould, 1979). 
The concept of a spectrum was employed to emphasise that autistic individuals can 
exhibit varying degrees of impairment on different dimensions of psychological 
fiinctioning. The term Asperger’s syndrome was introduced (Wing, 1981) to provide 
a more precise description of a particular subtype who tends to be intellectually more 
able and have fluent but pragmatically impaired speech. The criteria for Asperger’s 
syndrome proposed by DSM-IV (American Psychiatric Association, 1994) include 
impaired social interaction and narrow interest patterns in the absence of clinically 
significant delay in language or cognitive development in the first three years of life. 
According to these criteria high functioning individuals with autistic disorder are 
clinically distinguished from those with Asperger’s syndrome by the presence of 
delayed language development. However, the latter point is controversial and some 
clinicians have reported that language can be delayed in Asperger’s syndrome (Wing,
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1981; Gillberg, 2002). It has also been suggested that motor control problems, 
repetitive and ritualistic activities and pedantic speech are also required for a 
diagnosis (Gillberg, 2002). Most cases of Asperger’s syndrome are presumed to be 
congenital and it is expected that impairments will be lifelong (Tantum, 2000).
2.1 Bio-psychosocial Theory
Tantum (2000) has suggested a bio-psychosocial model of Asperger’s syndrome that 
proposes a congenital core syndrome and a resulting vulnerability to psychological 
disorders and other social problems. The degree of distress and disability experienced 
by the person with Asperger’s syndrome will be influenced by personal reactions of 
the individual and social reactions of those around him or her to the presentation of 
the core syndrome. The emotional difficulties that arise as a result of the core 
syndrome may lead to emotional disorders, antisocial behaviour or substance misuse 
(Tantum, 2000). Further difficulties such as the failure to make relationships or 
offending are not core symptoms of Asperger’s syndrome but secondary problems 
that may arise depending on the social context and resources of the individual and 
their care-givers.
There are a number of factors that leave individuals with Asperger’s syndrome 
vulnerable to psychological problems. These include high trait anxiety (Tantum,
2000) and tension within families on account of difficulties managing behaviour. 
They may also encounter more losses and separations due to difficulties sustaining 
personal relationships and changes of school that accompany attempts to find 
appropriate educational placements. Young people with Asperger’s syndrome are
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prone to endure victimisation from peers (Little, 2002) and may struggle at 
mainstream schools where their special educational needs are not recognised 
(Attwood, 2003). These problems can be compounded by increasing awareness of 
how others view them and thus people with Asperger’s syndrome may become more 
distressed by their condition as they become older and less disabled by it.
There is strong evidence for Asperger’s syndrome being a predominantly genetic 
disorder (Gillberg, 1998) and there is growing evidence that secondary psychological 
disorder is more common and severe than previously thought (Ghaziuddin, Weidmeir 
& Ghaziuddin, 1998) with prevalence of mood disorders among adolescents with 
Asperger’s syndrome at 65% (Attwood, 2003). The recognition and treatment of 
comorbid conditions has been shown to improve outcome in children with Asperger’s 
syndrome and increase the child’s ability to develop existing skills (Frazier, Doyle, 
Chiu & Coyle, 2002).
2.2 “Theory of Mind” Theory
This model of impairment suggests that individuals with Asperger’s syndrome have 
an impaired “theory of mind”: a term used to refer to the ability to attribute 
independent mental states to self and others in order to predict and explain behaviour 
(Baron-Cohen, Leslie & Frith, 1985). It was suggested that normal children from 
around the age of four develop the ability to understand that others have beliefs and 
desires about the world which determines their behaviour. It was proposed that young 
children, who later conform to the gestalt of Asperger’s syndrome, develop a theory 
of mind but only after a significant and damaging delay (Happé, 1994a). Thus in their
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early years they fail to develop normal, reciprocal social interaction and perception 
and expression of internal states. Furthermore their social behaviours appear formal 
and rigid. The delayed development of theory of mind skills is hypothesised to 
impact on their efficacy. Individuals with Asperger’s syndrome may demonstrate 
such a skill in experimental conditions where vital elements are made more salient but 
may be unable to solve more subtle theory of mind tasks encountered in everyday 
situations. It is suggested they employ slow and cumbersome strategies to compute 
solutions to theory of mind problems that disrupts the timing of their responses 
making them appear odd in social interaction (Bowler, 1992). It has been suggested 
that the mechanism may be innate and discrete, hence allowing damage to this 
function in an individual with otherwise normal intelligence (Leslie, 1987 cited in 
Happé, 1994a).
Experimental evidence suggests that whilst adolescents with Asperger’s syndrome 
can pass simple tests of theory of mind (Pennington & Ozonoff, 1996), they are 
impaired relative to normal age and IQ matched controls on a more advanced theory 
of mind test that required mental state explanation of characters’ actions in short 
stories (Happé, 1994b). The hypothesis of slow and cumbersome strategies for 
solving theory of mind problems is supported by their slower reaction time on such 
tasks and their idiosyncratic and literal interpretations (Kaland, Moller-Nielson, 
Callesen, Mortensen, Gottleib & Smith 2002). Furthermore neuro-imaging studies 
have revealed atypical activation in the medial prefrontal cortex when individuals 
with Asperger’s syndrome perform theory of mind tasks (Happé et al., 1996).
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The impaired ability to attribute mental states to other people underlies in difficulties 
interpreting and predicting others’ behaviour and leaves the individual unclear about 
how to respond appropriately. This would present as impaired social interaction and 
be evident in problems with taking turns in conversation or allowing others to talk 
without interruption. Poor comprehension of how one’s own behaviour affects how 
others feel and think, can manifest as a lack of empathy or lack of conscience. Poor 
understanding of what others know or want to know and an impoverished ability to 
detect an audience’s level of interest, can result in the person with Asperger’s 
syndrome providing excessive and inappropriate detail or minimal background 
material. The impaired ability to understand what motivates others’ action can result 
in individuals with Asperger’s having difficulties responding to requests to shift their 
focus of attention with respect to conversational topic or task.
2.3 Executive Dysfunction Theory
Executive functions refer to those process involved in guiding behaviour with 
reference to internally generated goals as opposed to external stimuli (Pennington & 
Ozonoff, 1996). The link to Asperger’s syndrome grew out of recognition that some 
of the deficits observed in that condition were reminiscent of executive dysfunction 
(Ozonoff et a l, 1991). These included repetitive behaviours, preference for 
stereotyped routines, poor planning, impulsiveness and a focus on narrow interests. 
Furthermore these were the range of behaviours that could not be easily explained 
according to the theory of mind account. Executive functions include the ability to 
plan ahead, sequencing and time concepts that have been clinically described as often 
deficient in individuals with Asperger’s syndrome (Gillberg, 2002).
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Ozonoff et al. (1991) demonstrated that individuals with Asperger’s syndrome were 
impaired relative to normal controls on standardised executive function tests requiring 
flexibility, planning and organisational skills. Individuals with Asperger’s syndrome 
have also been shown to have problems with inhibition of prepotent responses to 
external stimuli (Ozonoff & Strayer, 1997).
The problems with flexibility are hypothesised to underlie the observed concrete and 
rigid approaches to problem solving and stimulus bound behaviour evident in 
Asperger’s syndrome. The problem with imaginative activities can be related to the 
inability to suppress routine approaches and override with novel suggestions. A 
deficit in self-control of action may account for the repetitive and stereotyped 
behaviours as well as the problems with pretend play.
However the specificity and hence power of this theory as a causal account, has yet to 
be established by systematic comparison with other groups not on the autistic 
spectrum who show impairments in executive function (Bishop, 1993). Furthermore 
executive function deficits cannot completely account for social disabilities of 
Asperger’s syndrome, as non-autistic individuals with severe executive function 
disorders do not demonstrate the same magnitude or quality of social disturbance as in 
Asperger’s syndrome (Bishop, 1993).
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3 Assessment of Asperger’s Syndrome
3.1 Bio-psychosocial Theory
The core syndrome proposed by this model manifests in different ways in different 
individuals with Asperger’s syndrome and is generally bound up with other symptoms 
that are a reaction to it (Tantum, 2000). Whilst a functional diagnosis, without 
ascribing the problems to a particular diagnostic category, may be a useful conclusion 
of the assessment process, provision of services, others’ moral attributions and the 
individual’s self-perception are often determined by diagnosis (Tantum, 2003).
There is an idiosyncrasy to the clinical picture of Asperger’s syndrome that makes 
diagnosis by checklist inappropriate (Gillberg, 2002). Asperger’s syndrome involves 
delays and deviant patterns of behaviour in multiple areas of functioning and a 
thorough evaluation across all relevant domains will include overall developmental 
functioning, neuropsychological features and behavioural status. Thus clinical 
assessment of the core syndrome is most effectively conducted by an experienced 
multidisciplinary team adopting a trans-disciplinary approach. Given the complexity 
of the condition, importance of developmental history and common difficulty in 
securing adequate services for children with Asperger’s syndrome, it is important that 
parents are encouraged to observe and participate in assessments (Klin, Sparrow, 
Marans, Carter & Volkmar, 2000). The importance of a developmental history in 
providing a diagnosis means that assessment of looked after children, where 
information from relevant carers may not be accessible, can be further complicated.
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A further challenge to the diagnostic process is that the diagnostic criteria (for 
example DSM-IV, American Psychiatric Association 1994) were developed from an 
epidemiological survey of children (Wing & Gould, 1979) and they are less 
applicable to adolescents and adults. For example stereotypies, preoccupation with 
parts of objects and a lack of showing and bringing objects of interest- all features of 
DSM-IV- are signs of Asperger’s syndrome that usually disappear by adolescence 
(Attwood, 2003). This is most relevant as 46% of people with Asperger’s syndrome 
were diagnosed after the age of 16 (Tantum, 2003).
Anxiety disorders can be a challenge to diagnose in Asperger’s syndrome as their 
main presentation may be an apparent increase in severity of the core syndrome. 
Assessment includes the construction of a list of behavioural indicators of mood 
changes. It is essential to collect information from a wide variety of sources as 
children with Asperger’s can display quite different characteristics according to their 
circumstances (Attwood, 2003). Consideration should be given to the coping 
mechanisms and vocabulary of emotional expression of the person with Asperger’s 
syndrome. Since the person with Asperger’s syndrome may not volunteer a 
psychological cause of distress and since carers may not consider the possibility, it is 
important to enquire about such causes. Depression is commonly misdiagnosed in 
Asperger’s syndrome (Gillberg, 2002) as individuals may present as disinterested in 
conversation, with limited facial expression, clumsy and with sluggish motor 
movements. However, depression is common and may arise in the context of anxiety 
(Tantum, 2003). Clinicians also need to consider cultural variations in the social 
expression and sharing of emotion. South-east Asian culture is described as valuing 
private over public displays of emotion and consequently discourages outward
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emotional displays in their child-rearing practices (Rogers & Brown, 2003). Thus 
consideration needs to be given to how culture may mediate emotional expression in 
the family, the level distress disclosed in assessment and the significance of that 
which is expressed.
3.2 Theory of Mind Theory
The assessment of theory of mind deficits is useful for diagnosis and for the basis of 
developing interventions appropriate for the individual. Simple false belief tasks 
(Happé, 1994a) may be useful in assessing children for Asperger’s syndrome up until 
the age of 6. For adolescents more advanced tests such as Happé’s (1995) Strange 
Stories task that requires interpretations of ambiguous statements made by characters 
in a story, are more appropriate. The presentation of these stories can be adapted to 
the age of the child for example, through the use of puppets. However a number of 
such tests lack psychometric properties and can be more useful for the qualitative 
information they provide on performance such as response time, use of mental state 
terms and nature of incorrect responses. The Picture Arrangement sub-test of the 
Wechsler Intelligence Scale for Children-111 (a test of arranging pictures into a 
coherent story) has been used to test for an appreciation of thoughts and wishes of 
protagonists. However the presence of visual perceptual clues to the correct solution 
may enable those with impoverished mentalising abilities to pass such tests. In 
interpreting the results of these tests it needs to be recognised that the ability to pass 
theory of mind tests does not necessarily indicate the ability to put such skills into 
practice in real life situations (Frith, Happé & Siddons, 1994).
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Theory of mind deficits as demonstrated on these tests are not unique to autistic 
spectrum disorders and for example, have been found in some children with attention 
deficit hyperactivity disorder (Gillberg, 2002). Thus whilst not necessary or sufficient 
for diagnostic purposes, they help develop a clinical picture of the type of difficulties 
experienced by the child and provide an indication of skills that can be developed in 
interventions.
3.3 Executive Dysfunction Theory
The deficits in executive functioning in Asperger’s syndrome discussed above can be 
assessed through evaluation of theses processes. A number of components are 
necessary in a complete evaluation of executive functioning including 
neuropsychological testing, behavioural observation and parent and teacher 
interviews.
The reported impairment in flexibility can be assessed by the Wisconsin Card Sorting 
Task that requires subjects to shift from a prepotent, previously reinforced cognitive 
set to a new strategy that subjects must generate (Heaton, 1981 cited in Ozonoff, 
1998). Deficits in plarming and organisational skills can be assessed through the use 
of The Tower of Hanoi that requires subjects to plan a number of moves ahead and 
determine the most efficient order of moves to achieve the goal state (Shallice, 1982 
cited in Ozonoff, 1998). Deficits in problem solving can be assessed through 
informal discussion of a hypothetical situation that may present itself to the individual 
in their day to day lives.
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Performance on executive function tests need to be considered in the context of an 
overall assessment of intellectual functioning to determine whether this 
neuropsychological domain represents a specific area of deficit relative to other 
cognitive functions. However, caution is required in interpreting executive function 
tests as multiple executive and non-executive processes appear important to 
successful performance on such tests (Pennington & Ozonff, 1996). Given the high 
level of trait anxiety discussed above, consideration needs to be given to the impact of 
anxiety on test performance. Furthermore some children will perform adequately on 
measures of executive function in a quiet structured one-to-one setting, yet 
demonstrate profound organisational, planning or flexibility deficits in the less 
structured real world.
Additional information to cover this latter problem can be obtained by observing 
qualitative aspects of performance during formal psychometric assessment. For 
example planning can be examined by considering how the child uses space in 
drawing tasks. Evidence of inhibitory difficulties such as distractibility, restlessness 
and motor overflow can be observed during completion of other tests or during 
unstructured parts of the assessment. Assessors also need to note how the child is 
affected by extraneous stimuli such as noise outside the testing room, test materials 
scattered on the table or interruptions. Parent or teacher interviews alongside 
classroom observation can provide extensive data of cognitive inflexibility, planning 
difficulties, distractibility, problem solving and inhibitory dysfunction. Executive 
problems are both more subtle and less well understood than other learning 
disabilities (Ozonoff, 1998) and thus teachers and parents will require specific 
questioning about functioning in areas that may be affected.
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4 Intervention with Asperger’s Syndrome
4.1 Bio-psychosocial Theory
The process of psycho-education of families and children should enable the setting of 
realistic goals for intervention. Thus according to this model, Asperger’s syndrome 
can be presented as involving core deficits that may not be treatable, but that 
treatment of secondary disorders can be effective and may sometimes diminish the 
apparent severity of the disorder.
An approach to working with families of people with Asperger’s syndrome to 
minimise the vulnerabilities to emotional distress has been the low expressed 
emotions approach that has been effective in the management of schizophrenia 
(Tarder & Barrowclough, 1995). Avoidance of overinvolvement, clear expectations, 
low emotional demand and low critical comments form the basic principles for 
guiding family interactions. However, whilst there is anecdotal evidence for its 
effectiveness in working with families of which a member has Asperger’s syndrome, 
there has been no systematic evaluation of its effectiveness, in working with families 
particular attention needs to be paid to their cultural values. For example modal 
Hispanic culture is described as placing high value on allocentrism and 
interdependence that promotes supportive attitudes toward family members with a 
disability (Rogers & Brown, 2003). The expression of these values may appear to a 
professional outside the cultural value system as over-protectiveness that hinders 
emotional development. For the clinician, developing an intervention that fits the 
cultural context in which the child lives enhances acceptance and continued
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participation of families. Given the genetic basis of the core syndrome, the possibility 
of other family members having Asperger’s syndrome needs to be considered. This 
will impact on the families’ view of the person with the condition and will affect the 
management of relationships within the family.
The same general considerations apply in people with Asperger’s syndrome when 
treating psychological problem as to other children and adolescents. Thus 
interventions should be collaborative, based on clear and agreed goals and only 
carried out once consent is obtained. Psychopharmacological treatments may be 
considered but people with Asperger’s syndrome may be particularly susceptible to 
the side effects of medication (Tantum, 2000). Whilst the suitability of cognitive 
behavioural therapy for people with Asperger’s syndrome has been questioned due to 
difficulties with self-reflection (Tantum, 2003), versions have been developed that 
place greater reliance on visual material and role play to monitor problems and reflect 
on behavioural experiments (Attwood, 2003). There are some case studies that 
support the use of person-centred or existential counselling that assist the 
identification and resolution of misinterpretations of situations (Tantum, 2002).
Many children and young people with Asperger’s syndrome exhibit anxiety that can 
lead to challenging behaviours and further stress. Behavioural stress management 
approaches involve working with individuals and carers to understand the cycle of 
tantrums and rages to prevent minor events from escalating (Myles, 2003). However 
it is suggested that behaviour changes will only occur when the function of the 
behaviour is understood and the young person is given instruction and support in 
using strategies that increase social understanding, problem solving, self­
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understanding and methods of self calming (Myles, 2003). Whilst there have been 
case studies reporting successful implementation of this approach, further systematic 
evaluations of effectiveness are required.
Whilst services for children with Asperger’s syndrome are being developed, 
adolescents commonly find that on leaving school very limited support is available 
from either child and adolescent psychiatry or learning disability services (Attwood, 
2003). This is particularly problematic as such psychosocial transitions pose 
particular challenges to people with Asperger’s syndrome and increase the likelihood 
of psychological problems (Tantum, 2003). The problem of lack of services for this 
client group is underlined by recent papers in the modernisation agenda for the 
National Health Service that have defined priority conditions for mental health 
(Department of Health, 1999) and for learning disabilities (Department of Health, 
2001) and have left Asperger’s syndrome out of both of them.
4.2 Theory of Mind Theory
The first step in treatment is explaining the diagnosis and making the disorder 
coherent to parents and the child (Carr, 1999). As children with Asperger’s syndrome 
have no physical characteristics to indicate their disorder and their intellectual 
abilities are perceived as within the normal range, parents may find it difficult to 
conceptualise and predict the genuine difficulties the child has with social and 
emotional aspects of life. The theory of mind deficit can be presented to parents or 
carers as way of understanding many of the difficulties presented by their child and 
give them a basis for predicting areas of functioning that their child may find
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challenging. This can serve to minimise tension and blaming that can lead to 
secondary problems discussed above. This understanding can provide families with a 
rationale for interventions and thereby facilitate their engagement. Cultural values 
represent the context in which families determine what is important for the focus of 
interventions. Whereas white Anglo-European culture is characterised as valuing 
individualism other ethnic groups are described as having a more collectivist tradition 
(Rogers & Brown, 2003). Thus it may be more important to some families to focus 
on interventions that facilitate the capacity to engage in family and community 
activities than to focus on development of individual competence and autonomy 
(Rogers & Brown, 2003).
The impaired ability to understand others motives may leave children with Asperger’s 
syndrome vulnerable to teasing and bullying. Thus particular attention needs to be 
paid to interactions with peers in educational and social settings to ensure children’s 
welfare. Educational programmes have been developed for school children (Gray, 
1998) to develop acceptance of peers with social and communication disorders. This 
programme employs the idea of difficulties appreciating others’ perspective to 
facilitate peer understanding and ways of assisting those with the condition.
A range of techniques have been developed using photographs, drawings, text and 
individual and group tuition to teach specific mental state concepts to children with 
autism that are applicable to children with Aspeger’s syndrome. The less impaired 
theory of mind skills in Asperger’s syndrome compared to those with autistic disorder 
suggests that these techniques may have greater efficacy with the former group 
(Attwood, 2000). Mental state teaching involved coaching in identification of basic
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emotions from photographs and drawings and then predicting emotional expression 
based on contextual information (Howlin & Asharian, 1999). Although theory of 
mind skills were shown to have improved during the programme, there was little 
generalisation to other aspects of theory of mind. A social skills group approach to 
teaching perspective taking employed role plays to illustrate how perception 
influences knowledge and coaching in interpreting and expressing non-verbal signals 
(Ozonoff & Miller, 1995). The method improved performance on experimental 
theory of mind tasks but did not indicate a general improvement in social competence 
(Ozonoff & Miller, 1995).
Social stories (Gray, 1998) were developed to make explicit those aspects of social 
situations that people with autistic spectrum disorders find elusive. A social story is 
written with the intention of providing information and tuition on what people in a 
given situation are doing, thinking and feeling, the sequence of events, the 
identification of social cues and their meaning. The process of constructing a social 
story involves identifying a difficult situation for the child, establishing information 
from the perspective of all participants and constructing a story appropriate to the 
child’s culture, interests, age and receptive language skills. The stories should inform 
and describe rather than direct and provide a basis for managing the situation in 
question. This technique has not been investigated empirically to determine their 
efficacy or their impact on social competence. In developing this form of intervention 
particular attention needs to be paid to the dominant language of the child and family. 
Interventions are dependent on the involvement and support of families and where 
their language differs from that used in the clinical environment clinicians or 
professional interpreters with the relevant language skills should be employed.
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4.3 Executive Dysfunction Theory
In Asperger’s syndrome, the impact of executive dysfunction on children of at least 
average intelligence can lead to misattributions of wilfulness or disobedience by 
teachers or carers (Denckla & Reader, 1993). Such misunderstanding can have 
profound negative effects on self-esteem (Denckla & Reader, 1993) and may result in 
the child with Asperger’s syndrome failing to receive the appropriate level of support. 
Thus psycho-education of teachers and carers about the nature of executive problems 
forms a crucial part of any intervention programme.
Modifications to the child’s home and school environments can be employed to 
facilitate organisation, planning and self regulation. In educational settings well- 
planned classroom schedules, consistent classroom routines and rules, elimination of 
distracters, individualised support, small work groups and explicit identification of 
goals and sub-goals have been shown to be effective in managing executive problems 
(Ozonoff, 1998). Organisational strategies have been found to be effective in 
managing executive dysfunction in other clinical syndromes (Denckla & Reader,
1993). These include weekly assignment logs, assignment checklists that break tasks 
down in to manageable units and day planners that indicate the time and activity to be 
completed.
Repeated completion of sorting tasks (where the same set of objects is sorted into a 
number of different categories) has been shown to promote flexibility in autistic 
subjects as measured on other executive function tests (Bock, 1994). However, it is
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not clear if this approach has a positive impact on occupational or educational 
functioning. Cognitive behaviour management has been employed to address self 
regulation problems in autistic children. This technique involves teaching individuals 
to monitor their own behaviour, shifting control from external sources to the 
individual. It has been shown that such programmes are effective in teaching autistic 
individuals to monitor their own functioning and reduce undesired behaviour whilst 
increasing target skills (Koegel & Koegel, 1990).
The organisational and self management strategies and flexibility training discussed 
above could be addressed through assistive technology. However there is very 
limited documentation on the use of assistive technology in the field of autism. Given 
the affinity with computers that children with Asperger’s syndrome often exhibit 
(Klin, Sparrow, Marans, Carter & Volkmar, 2000), this medium could be used to 
promote learning and adaptation in a range of important areas.
The modification of school environments will often be dependent on accessing 
additional resources to provide support in a mainstream school or accessing a 
specialist educational placement. Clinicians need to consider how cultural and 
socioeconomic background influences families’ access to and usage of educational, 
mental health and social services. Parents of children from poor and minority groups 
tend to be less educated, cut off from information and experience greater exclusion 
from educational decisions or services (Rogers & Brown, 2003). This exclusion may 
result from not being able to take time off work to attend a meeting, not having 
transportation to treatment programmes or not having the linguistic or presentational 
skills to advocate on their child’s behalf. As access to services for children with
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autistic spectrum disorders often depends on the knowledge, advocacy and persistence 
of parents (Tantum, 2003), clinicians need to recognise their clients’ needs in terms of 
services and supports. This will involve professionals keeping up to date about 
service delivery systems in their region, including the provision of advocacy and 
service-user forums. In responding to the needs of ethnic minorities, referral should 
be to services that will limit linguistic and cultural dissonance.
5 Conclusion
The models discussed have provided a rich theoretical basis for the development of 
our clinical understanding of Asperger’s syndrome. They have provided a range of 
procedures and practices that have proved valuable in developing practice for 
assessment and intervention. However research studies have employed different 
criteria for defining their sample of individuals with Asperger’s syndrome that means 
comparing findings can be problematic. Whilst there has been an exponential 
expansion of research into the condition over the past fifteen years, a major focus of 
the literature has been on diagnostic issues with limited controlled studies on the 
effectiveness of interventions. The heterogeneous nature of the problems presented 
by people with Asperger’s syndrome will prove an on going challenge to determining 
the effectiveness of interventions. Future work will need to consider the impact of 
cultural variables on presentation and response to intervention. However a more 
immediate challenge is to ensure provision of adequate services to people with 
Asperger’s syndrome, their families and communities.
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1. Introduction
This paper will examine the role of the clinical psychologist in services for older 
people with dementia and their families using the framework adopted by the British 
Psychological Society (1995), which identified key areas of core services. Due to 
space limitations, significant examples of clinical practice rather than exhaustive 
description, in each key area, will be presented followed by issues related to 
evaluation of that work. I will also draw on my own clinical experience of working in 
a dementia service as an assistant psychologist to reflect on some of the practice 
issues within each domain.
2. Policy Context
Access to clinical psychology services for older people in the UK is patchy and 
generally at a lower level when compared to other age groups (Skelton-Robinson, 
1995) and the numbers of clinical psychologists working with older people across the 
UK are exceedingly small given the needs and numbers of older people in the 
community (PSIGE, 1999). The National Service framework for Older People 
(NSOF) (Department of Health, 2001) represents an opportunity for Clinical 
Psychology with its move away from physical and social care focus in older people’s 
services. The NSFOP stresses the need to root out age discrimination in services and 
develop person-centred care with dementia highlighted as a priority. The 
empowerment of older people and their carers is stressed throughout the NSFOP, with 
emphasis placed on service user involvement in the development and evaluation of 
services. Consistent with the framework of the National Strategy for Carers
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(Department of Health, 1999), the NSFOP emphasises accessible and available 
services for carers and a requirement of their involvement in care planning.
3. Direct Clinical Work
3.1 Assessment
The skills of psychologists in undertaking comprehensive neuropsychological 
assessment provide a key element in the multidisciplinary assessment of dementia. 
Psychologists tend to conduct neuropsychological assessments where there is a 
complex presentation, the brief screening tests employed by other professionals are 
inconclusive or the nature of the cognitive problems are unclear. Given the increasing 
emphasis on early assessment (Department of Health, 2001), the cognitive changes in 
the early stages of dementia can be rather subtle and require more extensive 
neuropsychological testing in order to identify the elements that are required for a 
diagnosis of dementia and provide a profile of retained skills and functions for 
developing appropriate care plans. The assessment also needs to consider the broader 
context of the person’s history in particular previous levels of security and coping 
skills that can assist with predicting adjustment and the support required (Bender & 
Cheston, 1999).
Psychologists have played a central role in the development of person-centred 
assessments (Bender & Cheston, 1999). This involves giving the person being 
assessed a sense of control over the process. This has not only been justified on 
ethical grounds but also as assisting the development of a therapeutic relationship that
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may facilitate more reliable test results (McWilliams, 1998). Current practice often 
involves limited disclosure to the client of their dementia diagnosis and carers are 
commonly informed before or instead of the client themselves (Rice & Warner,
1994). It has been demonstrated that providing clear and honest information about a 
condition in a sensitive manner can improve psychological adjustment and help the 
client to convey their feelings (North et ai, 1992: cited in McWilliams, 1998). The 
most effective strategies associated with better adjustment to diagnosis are those 
which are proactive, such as confronting the problem, seeking support and focusing 
on the positive (McWilliams 1998). To engage in these strategies the person requires 
information about the diagnosis, likely prognosis and treatment availability (Harrison 
& McGuire, 1994, cited in McWilliams, 1998). The failure to provide information 
can be seen as disempowering the person with dementia and form part of the 
malignant social psychology that undermines personhood and exacerbates the level of 
disability (Bender & Cheston 1999).
A comprehensive assessment also affords the opportunity to develop a sense of the 
specific cultural meaning for clients and carers of the symptoms presented. Different 
cultural beliefs about normal experience and attributions of the source of cognitive 
problems play a significant role in determining the adjustment to dementia, the 
willingness to engage with services and the framework within which feedback will be 
framed (Gallagher-Thompson et a i, 2003). The accessibility and acceptability of 
assessment services for minority ethnic communities has yet to be fully investigated, 
but close liaison with minority community leaders and welfare organisations has been 
recommended as a useful starting point for developing services that are able to engage 
all members of a diverse community (Gallagher-Thompson et a l, 2003).
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3.2 Intervention
A major focus of interventions conducted by psychologists is around maintaining the 
person’s sense of identity that dementia undermines. This has involved two domains 
of work: psychotherapeutic work and cognitive rehabilitation techniques. The former 
has included both exploratory and directive forms of intervention. In exploratory 
work the focus is on supporting the person with dementia in reaching an 
understanding of what is happening to them (Bender & Cheston, 1999). The short 
term goal of facilitating communication at the level of emotions may support greater 
acceptance in the longer term, but is of value in itself (Woods, 2001). Although there 
is limited evidence of its effectiveness, case studies have described the value to people 
with dementia (Bender & Cheston, 1999). Validation therapy has been widely 
employed although the evidence for its effectiveness is mixed (Woods, 2001). It is 
based around the idea that disoriented older people return to the past in order to 
resolve unfinished conflicts that have previously been hidden (Feil, 1993 cited in 
Woods, 1999). Through empathie non-judgemental listening and accepting the reality 
as it is experienced by the person with dementia, it is suggested that painful feelings 
from the past can be reduced in strength when they have been expressed, 
acknowledged and validated. However validation therapy has been criticised on the 
grounds that its emphasis on unresolved historical issues, means that current sources 
of devaluation and impoverishment may be overlooked (Woods, 1999),
Directive therapeutic approaches that have been employed with people with dementia 
include cognitive behaviour therapy for treatment of commonly found co-morbid
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symptoms of depression and anxiety (Teri & Gallagher-Thompson, 1991). However 
it appears that such approaches are more suited to people in the early stages of 
dementia. Treatments based on a more behavioural model of depression, as a lack of 
social reinforcement, and emphasising less the cognitive aspects, have been developed 
for work with people with moderate to severe dementia (Teri et ah, 1997; cited in 
Zarit & Leitsch, 2001). Cognitive rehabilitation techniques have been employed to 
support people in the early stages of dementia with managing their memory problems. 
The use of internalised mnemonics, employment of memory aids and environmental 
adaptations to cue recall have been effectively employed (Woods, 2001). However 
the challenge for these programmes is to engage people who may have limited insight 
into their difficulties and is thus dependent on careful assessment.
3.3 Evaluation of direct work
Psychologists’ training in the development of questionnaires, surveys and analysis of 
qualitative data places them in a strong position to initiate, develop and carry out user 
and referrer consultation around the assessment services provided to people with 
dementia. The goals that are set in order to evaluate dementia care must be realistic in 
the context of a progressive degenerative condition. In some cases a positive 
outcome might be that the situation does not become worse. Whilst that sort of 
possibility is readily accepted as a reasonable goal for pharmacological interventions 
with Alzheimer’s disease, it has been questioned for psychosocial interventions.
Whilst it has been recommended that outcome measures need to be as specific as 
possible to the proposed treatment effects (Montgomery & Williams, 2001), it has
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been shown that behavioural interventions targeting challenging behaviours have not 
reduced the frequency of specific problem behaviours but have lead to improvements 
in affect (Beck, 2001). It is common practice to employ changes in cognitive 
functioning or affect in evaluating work with clients but these have not been identified 
as desired outcomes by service users (Bamfbrd & Bruce, 2000). In measuring the 
impact of interventions with people with moderate dementia, reliance has been placed 
on proxy reports of specific problems or quality of life (Zarit & Leitsch, 2001). 
However the reliability of proxy reports have been questioned especially when the 
needs of the person with dementia may be at odds to those of their carer (Bamfbrd & 
Bruce, 2000). Recent development of quality of life scales may allow broader issues 
to be considered, but tend to include domains determined by clinicians and 
researchers (Bond, 1999). However the exclusion of people with dementia from 
evaluations of services they receive, ignores the variability in their communicative 
abilities and fails to recognise their ability to provide accurate reports on their current 
situation (Mozley et a l, 1999). People with dementia have identified improvement in 
their sense of autonomy and control as an important outcome for interventions 
(Bamfbrd & Bruce, 2000). This may present a challenge to the clinician where the 
formal and family carers find it easier to restrict and reduce opportunities for 
exercising personal control (Zarit & Leitsch, 2001). Developing tools to measure 
autonomy and control remains a challenge for professionals.
It is important to consider the impact from both the perspective of the carer and the 
person with dementia. For example it has been found that behavioural treatment of 
depression in the person with dementia was found to reduce depressive symptoms in 
the carer and person with dementia (Montgomery & Williams, 2001). However it
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also needs to be considered how positive gains for the person with dementia may have 
adverse outcomes for the other part of the dyad. For example it was found that a 
memoiy training program in which carers and people with dementia participated 
resulted in significant improvements in memory performance for the person with 
dementia but lead to lowered mood for carers (Zarit & Leitsch, 2001).
3.4 Reflection
Although person-centred care represents the official standard for services, the 
multidisciplinary team in which I was based, was dominated by a medical framework 
for dementia care. The dominant idea in the team was that getting people prescribed 
cholinesterase inhibitors was the main goal of the assessment process. Other 
interventions were perceived as second rate, despite evidence to the contrary. This 
was also reflected in the budgets for the differing interventions. In challenging this 
ideology, clinical psychologists in the service tended to work closely with 
occupational therapy colleagues who generally held a more holistic approach to care. 
Furthermore psychology lead service related research into the effectiveness and 
acceptability to users of psychosocial approaches were undertaken to demonstrate the 
value of these approaches to service managers.
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4 Indirect Work & Clinical Consultancy
4.1 Carers
Currently family members bear the primary responsibility for caring for people with 
dementia. In the UK carers have a statutory right to an assessment of need and it is 
widely recognized that assessment is an essential prerequisite to the design of 
appropriate and sensitive interventions (Audit Commission, 2000). However several 
recent studies have demonstrated that assessments remain implicit and fragmented, 
with some carers unaware that they are being assessed (Nolan et a l, 2002).
Making psychological services accessible and acceptable to minority populations 
requires clinical psychologists to develop a certain amount of cultural competence 
regarding the populations they hope to serve (Gallagher-Thompson et a l, 2003). This 
will involve developing an understanding of how cultural values and beliefs shape 
who gives care and determine whether families use formal supports and interventions 
For example in Chinese-American families, memoiy  ^ problems and associated 
behaviours are either considered part of normal aging, in which case services are not 
sought or they are viewed as a kind of mental disorder in which case the person is 
hidden away out of a sense of shame (Downs, 2000). Cultural and ethnic differences 
have also been shown to influence how carer burden is experienced. For example, the 
lower levels of burden found in African-American carers compared to Caucasians has 
been attributed to extended family centred culture and the value given 
interdependence, sharing resources within communities and meaning given by 
religious beliefs (Downs, 2000). The conceptualisation of the impact of care-giving
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as a burden may be inappropriate for families who see that role as a positive 
experience which may allow them, for example, to strengthen their spiritual faith and 
meet cultural expectations (Gallagher-Thompson et al., 2003).
Interventions for family caregivers have generally focused on four domains: carers 
appraisals; skills for managing behaviour problems; emotional support available to 
carers; how much help they receive with care-giving tasks (Zarit & Leitsch, 2001). In 
addressing the first two domains psycho-education has been delivered in an individual 
and group format. This provides carers with information about the nature of 
dementia, its implications in terms of impairments, long term options for care and 
legal and financial issues that may arise. It also provides the opportunity to look at 
techniques for managing distressing beha\nours and understanding the experience of 
the person with dementia. It is not the role of the clinician to challenge the denial of 
caregivers, but rather to establish a non-judgemental relationship in which caregivers 
are able to explore their alternatives and develop a better understanding of the 
situation (Woods, 1999).
Cognitive behaviour therapy has been used with carers in dealing with symptoms of 
anxiety and depression and in looking at beliefs around the care-giving process that 
interfere with the use of formal services (Woods, 1999). It may be that only within 
the safety of a therapeutic relationship that caregivers will be willing to take risks and 
try out new behaviours and services that may improve their situation. A counselling 
relationship with carers can provide emotional support that may be pivotal in helping 
caregivers take a more active role in coping with their situation.
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Whilst families can provide more flexible help than formal agencies, family conflict 
over care-giving can be a major source of distress to the primary carer (Woods, 1999). 
Family counselling, designed to decrease conflict and increase instrumental and 
emotional support, has proved to be effective in lowering stress on carers (Mittelman 
et a l, 1993). The focus of this intervention is on developing negotiation skills about 
plans for care and problem solving the carers’ needs. This has been used as a brief 
intervention targeted at times of adjustment for example following diagnosis and prior 
to residential placement. A recent extension of this model of treatment has been 
following placement of the person with dementia (Maas et a l, 2004). This 
intervention involved four monthly family-care staff meetings for negotiating the 
extent of family involvement in care prior to and following residential placement. 
The intervention was shown to improve the care-giving experience of family 
members as well as nursing staff attitudes toward family members.
4.2 Evaluation of indirect work with carers
In evaluating interventions with caregivers, it has been stressed that outcome 
measures should be employed that relate specifically to the goals of the intervention 
(Woods, 2003). For example, psycho-educational interventions have failed to 
demonstrate significant improvements in carer well-being, but have been shown to be 
effective when using measures of knowledge of dementia (Cooke et a l, 2001). A 
further caveat in evaluating work with carers is that dependence on and gratitude for 
services could lead to the discounting of negative impacts (Bamfbrd & Bruce, 2000).
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Some interventions may have subtle or delayed impacts. Cooke et al (2001), in 
reviewing the evidence for skills based training for carers in managing difficult 
behaviours, notes that improvements in carer well-being or fi*equency of problem 
behaviours are unlikely to be demonstrated unless follow up assessments are delayed 
until carers have been given the chance to put newly learned skills in to practice. 
Furthermore proximal and distal outcomes need to be considered in evaluating 
interventions with carers. Studies have found that depression amongst carers is 
recurrent rather than constant (Schulz et a l, 1993: cited in Zarit & Leitsch, 2001). It 
may thus be more appropriate that the goal for these individuals could be 
conceptualised as preventing further episodes of depression rather than alleviating 
current distress. However, maintaining long term follow up presents a challenge to 
the limited resources available to clinical psychology.
Ideally outcomes must be seen as meaningful for all major stakeholder groups, 
including people with dementia, carers and service providers. Reaching a common 
understanding about the intended outcomes requires a thorough and sensitive 
assessment. A continued failure to engage with carers in a meaningful dialogue is 
suggested to be one of the reasons why a significant minority of carers reject services 
even when they are available and may well be of benefit (Nolan et a l, 2002). 
Psychologists’ training as qualitative researchers also gives them the opportunity to 
consider the broader experience of the intervention and assist in pinpointing the 
processes that may need to be measured quantitatively.
Burden measures should be employed with caution as they tend to normed on white, 
middle class, service users and may not be appropriate for other groups. Secondly
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how carers express their experience of care giving may also be culturally determined. 
For example, in many Asian cultures carers may be reluctant to endorse burden scale 
items referring to anger or upset as this would be inconsistent with cultural 
expectations of maintaining composure and fear of damaging a family’s honour 
(Smith, 1996). Conversely, Buddhist respondents more readily endorse depression 
related items on burden scales even when they are not depressed because they 
perceive these items to reflect a normative view of the world as a place of suffering 
and sorrow (Smith, 1996).
4.3 Indirect work with formal care staff
Psychologists play an important role in training and consultation provided to primary 
health, social care and voluntary sector staff to support their provision of person 
centred care to people with dementia. This role is likely to assume greater importance 
due to changes in the NHS (British Psychological Society, 2002). The move toward a 
primary care focused NHS, will mean that services have a more psychosocial as 
opposed to a largely biomedical orientation (British Psychological Society, 2002). 
Psychologists will have a significant role in introducing psychosocial principles into 
the everyday work of their primary health and social care colleagues. This is 
particularly important given that older people are more likely to value locally and 
home based services. This area of work is in the context of research highlighting the 
poor quality of residential care (Ballard et al., 2001) and concerns over the 
inappropriate use of psychotropic medication to manage residents with dementia 
(Health Select Committee, 2004).
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A number of models for training care staff in residential settings on aspects of 
dementia care have developed that combine psychosocial theory and quality care 
practices. These packages aim to develop person centred approaches to dementia care 
(Kitwood, 1997), where staff could explore the meaning of a person’s confused 
behaviour and thus recognise their own role in positive and negative resident 
behaviour. A key element in this training is the development of skills in person- 
centred care planning and managing challenging behaviours ((Moniz-Cook el ah, 
1998). However it has been shown that staff training alone is not sufficient to 
produce long term changes in care practices, with care plans developed during the 
training found to have not been followed through at follow up (Moniz-Cook et al.., 
1998). It is accepted that clinically significant and sustained changes necessitate a 
systemic approach, involving organisational and contextual interventions 
(Featherstone et al., 2004). Training alone fails to address what Kitwood (1997) 
described as a change in the culture of care homes in order for practice to become 
person-centred. The facilitation for this culture change in care has to work within a 
context where care assistants have a perceived low status, low levels of support and 
recognition and low remuneration (Innes, 2002). Recognition of the challenge of 
supporting cultural change within residential settings, has lead to the development of 
training packages followed by ongoing supervision for care staff and training in 
competence based supervision for managers (Featherstone et a l, 2004).
Other approaches have involved weekly consultation to staff in residential services 
around managing difficult behaviours in residents with dementia. These interventions 
have been shown to reduce the use of neuroleptic medication and lower levels of 
difficulty reported by staff in managing these behaviours (Ballard et a l, 2002). In
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terms of cost effectiveness of providing such a service, it has been shown to reduce 
psychiatric in patient admission and general practitioner contacts (Ballard et al., 
2002).
4.4 Evaluation of indirect work with formal care staff
In evaluating work with staff, it is important to bear in mind the discussion above 
regarding how changing staff knowledge and attitudes may have limited impact on 
long term changes in care practices. Thus, it may be more appropriate to evaluate 
training package to staff more directly with measures that evaluate knowledge and 
attitudes e.g. the dementia quiz (Gilleard & Groom, 1994). In evaluating the impact 
of work with staff on care practices. Dementia Care Mapping (DOM) (Kitwood & 
Bredin, 1992) represents a systemic observational technique that examines the extent 
to which care either contributes to or detracts from relative wellbeing. It can play a 
useful role in identifying areas for development and give staff a framework for 
identifying good practice. However the technique has a number of limitations. First 
one of its underlying assumptions that it is better to be engaged than disengaged, that 
interacting with others promotes well being, may not be equally applicable to all 
individuals. Secondly, it is a time consuming process and requires a considerable 
commitment from managers in terms of money and resources. Thirdly, DOM has 
been shown to be anxiety provoking for staff (Brooker et al., 1998). Furthermore 
when the feedback highlights limitations in care provided, it can lead to 
demoralisation and staff burnout where staff are not in a position to change 
organisational practices that impact on the care provided (Beavis et ah, 2002). 
Fourthly, although described as a form of user feedback (Brooker et al., 1998) it has
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no systematic recording frame for allowing people with dementia to express their 
views directly.
4.5 Reflection
I became aware of how working with people in the later stages of dementia presents 
staff with some of our greatest fears, the loss of self and one’s own mortality. In this 
way, I began to understand how tlie dehumanising talk by care staff in relation to 
residents protects against exposure to these fears. In responding to these attitudes I 
was aware of how psychology colleagues recognised the ineffectiveness of training 
due to the issues raised above. I began to recognise how improving the quality of care 
for older people required intervention at a community, policy or structural level. I 
began to question the value of psychology in addressing these broader issues and how 
the profession meets its responsibility to the communities it serves. However, my 
discovery of the recent literature on the role of psychologists as agents of social 
change (Prilleltensky & Nelson, 2002) served to dilute my growing frustration about 
the possibility of engineering meaningful and sustained change for people with 
dementia within the professional identity of psychology. This framework emphasised 
that psychological practice should focus not only on personal and relational well­
being but also collective well-being. This later concept related to issues of social 
justice and the development of community structures that serve the needs of 
disadvantaged communities (Prilleltensky & Nelson, 2002). In working towards these 
goals, psychology is well placed to support the development of partnerships across 
groups and organisations within communities, brought together by shared values and 
objectives. In this way, perhaps, the National Service Framework Standard about
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rooting out age discrimination (Department of Health, 2001) can begin to have real 
meaning.
5 Service Development, Evaluation and Research
Psychologists play an important role in management support and professional advice 
in service planning and provision (British Psychological Society, 1995). Their role 
extends beyond ensuring that services meet the psychological needs of service users 
and their families to considerations of ensuring services are accessible, acceptable and 
effective to people using their services including clients, referrers and other 
professionals. Psychologists have played an important role in developing an evidence 
base on which to base judgments about appropriate forms of service delivery (British 
Psychological Society, 2002).
An example of Psychology’s involvement in innovative practice to make services 
more accessible to older people has been the development of memory clinics. These 
were developed in recognition of the need to identify people at the early stages of 
dementia through taking self-referrals or proactively encouraging professionals to 
refer to a specialist clinic. The early assessment and intervention with people with 
dementia and their carers has been shown to maximise the effectiveness of 
pharmacological and psychosocial interventions and produce better outcomes in terms 
of times to institutionalisation (Moniz-Cook et al,, 1998). However concerns have 
been raised about the involvement of the pharmaceutical industry in memory clinics 
in a way that it legitimises their dominance within service delivery that makes it 
difficult for psychologists to influence alternative perspectives (Bender, 1996).
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Furthermore, the dominance of a medical framework can sideline the significance of 
pre and post diagnostic counselling and psychosocial intervention with the focus 
being on deficits which has stigmatising consequences (McWilliams, 1998). 
However through their involvement in the development of memory clinics, 
psychologists have challenged the narrow medical framework adopted by some 
services and used them as an opportunity to develop early joint carer/patient 
psychosocial interventions that serve to alleviate later difficulties (Moniz-Cook & 
Woods, 1997).
Psychologists can also play a key role in ensuring psychological issues are considered 
in the implementation of new practices. For example the requirement of a single 
assessment process as required by the National Service Framework for Older People 
(Department of Health, 2001). Psychologists can play an important role in the 
development of assessments, training and auditing procedures. Given Psychologists 
training as applied researchers they have an important role in evaluating services and 
developing research initiatives within their organisation. The role of psychologists in 
providing advice on the monitoring pharmacological interventions with dementia and 
appropriate measures to be employed, has been stressed (British Psychological 
Society, 2002).
5.1 Reflection
1 was aware of how brief cognitive screening instruments were employed in a non­
standardised and inappropriate way in the service. This meant that there were severe 
limitations with the data collected on the use of medication to treat dementia. A
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common practice was for the initial assessment to be carried out at the clinic and the 
follow up at a person’s home. As the brief screening tests employed to monitor 
cognitive changes contained orientation questions, apparent improvement in scores 
may well have been an artefact of people knowing their own address. The failure to 
provide adequate training in the use of these screening tests may have been due to 
resistance within the service to the involvement of psychology in developing a clear 
protocol for the evaluation. The failure to involve psychology in this major piece of 
research may relate to the lack of recognition within the service of the expertise of 
psychology in conducting service related research and the failure of policy 
(Department of Health, 2001) to recognise the research role of psychologists.
6 Future Challenges
Relative to the concern with the psychosocial health of carers, the quality of care that 
families provide has received limited attention from researchers and clinicians 
(Montgomery & Williams, 2001), Despite ample evidence that care-giving of adult 
dependents can strain family ties and be accompanied by bitterness and conflict 
(Montgomery & Williams, 2001), family care is generally assumed to be high quality. 
However the prevalence of abuse and neglect of dependent individuals underscores 
the potential for emotionally and physically damaging relationships within the privacy 
of home (Health Select Committee, 2004). It has been suggested that current services 
have an unspoken aim of ‘keeping carers caring’ and thereby minimise the impact on 
health and social care resources (Nolan et al., 2002). There is extensive evidence that 
current policy and practice with regard to the long-term care for older people with
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disabilities is inequitable and does not ensure adequate home care for all those in need 
(Estes et a l, 1993: cited in Montgomery & Williams, 2001).
In developing services, attention needs to be given to the fact that the costs of home 
care are borne disproportionately by women (limes, 2002). The magnitude of the 
sacrifices (and resulting economic costs) entailed by women’s care-giving goes 
unrecognised in public policy even when the costs of such care have been widely 
demonstrated (e.g. Abel, 1990). Furthemiore it has been shown that a greater burden 
for care falls on low income and minority populations (Abel, 1990). Thus it could be 
argued that current policy and service provision for people with dementia and their 
families will continue to reinforce structural inequalities of gender, race and class as 
long as it is limited by the dominant view that the family should be the first line of 
support for dependent members.
7 Conclusion
In examining the role of clinical psychologists in services for people with dementia 
and their families, I have considered three areas of potential contribution. In 
evaluating that contribution I have discussed how psychologists have employed a 
range of quantitative and qualitative techniques to assess how far their work has met 
the sometimes competing needs of different stakeholders. Given the multidisciplinary 
context within which psychology works, titrating the contribution of psychology may 
not always be possible.
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The model of practice for the profession is likely to become increasingly one focused 
on indirect and consultative work. This is a result of changes in the NHS described 
above and also the larger potential pool of clients requiring services due to longer life 
expectancy. Furthermore given lower birth rates and considerable expansion of 
women’s involvement in the workforce, there is likely to be fewer informal carers and 
thus a greater dependence on health and social care services. In meeting this 
challenge, a broader role for psychologists in supporting the development of a more 
equitable provision of services for people with dementia, may become increasingly 
necessary.
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Core Adult Mental Health Placement
Placement Details
Dates: October 2002-March 2003
Supervisor: John Evans (Clinical Psychologist)
Lynne Harrison (Counselling Psychologist)
Location: Midhurst CMHT
Summary of Placement Experience
The placement provided experience of working within a cognitive-behavioural 
framework with a variety of adult mental health problems in the context of a 
community mental health team. Clinical work comprised of assessment for treatment 
interviews, offering short term interventions, psychometric assessments and co­
facilitation of a ‘staying stopped’ group, based on a relapse prevention model, for 
individuals with alcohol dependency problems.
Clinical Skills and Experience
Experience was gained with a range of presenting problems including depression, 
anxiety, hair pulling, chronic fatigue syndrome and eating disorders. A variety of 
assessment procedures were employed including WAlS-llI, WMS-111, WTAR, BAl, 
BDI, HADS, CORE and Panic rating scales.
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Training, Seminars and Research
I participated in a joint forum for clinical psychology and psychotherapy departments 
at which each profession made presentations about the theoretical base of their 
practice. I attended monthly department meetings and fortnightly practice seminars 
with other clinical psychologists working in adult mental health. I attended a 
workshop on ‘Cognitive approaches to PTSD’.
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Core Learning Disabilities Placement
Placement Details
Dates: October 2002-March 2003
Supervisor: Miranda Blayney (Clinical Psychologist)
Location: Uckfield CLDT
Summary of Placement Experience
The placement provided experience of working with people with mild, moderate and 
severe learning disabilities, their families, carers and professional systems using 
attachment theory, grief counselling, cognitive behavioural and systemic frameworks. 
Clinical work comprised of assessment interviews, short-term interventions, family 
therapy work and professional consultation.
Clinical Skills and Experience
Experience was gained of working with a range of presenting problems including 
bereavement, anxiety, issues relating to sexual abuse, ?dementia and depression. I
received training in and experience of clinical use of software packages for the
production of service user-friendly literature. I employed a variety of assessment 
tools including the Dementia Rating Scale, the Functional Performance Record, the 
Severe Impairment Battery and WMS-III.
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Training, Seminars and Research
I organised, planned and delivered a half-day workshop on bereavement and loss to 
residential care staff. I gave a case presentation to 25 professional staff at a 
residential community looking at the utility of attachment theory to conceptualise my 
work with a community resident. I participated in training on the use of reflecting 
teams run by the systemic practitioner within the service.
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Core Child and Family Placement
Placement Details
Dates: October 2002-March 2003
Supervisor: Nick Kirby-Tumer (Consultant Clinical Psychologist)
Location: Clinical psychology department. Princess Royal Hospital.
Summary of Placement Experience
The placement provided experience of working with children, their families and 
professional system using narrative, attachment theory, behavioural and systemic 
frameworks in both a community CAMHS team and a specialist in-patient service. 
Clinical work comprised of assessment interviews, short term interventions, 
psychometric assessment and family therapy work. 1 worked with children and young 
people from the age of 4-17 years.
Clinical Skills and Experience
Experience was gained of presenting problems including spider phobia, bereavement, 
conduct problems, eating disorders and attachment related problems. A variety of 
assessment tools were employed including WlSC-111, WORD, WAND, WOLD, 
Spence Children’s Anxiety Questionnaire, Spider Phobia Questionnaire for Children 
and the Strengths and Difficulties Questiormaire (SDQ).
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Training, Seminars and Research
I attended monthly child psychology seminars organised within the trust. I provided 
some training to nursing staff on the use of the SDQ. I contributed to a monthly 
forum within the region that was developing services for young people at risk of a 
conduct disorder diagnosis.
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Specialist Adolescent Placement
Placement Details
Dates: April, 2004-September 2004
Supervisor: Nick Kirby-Tumer (Consultant Clinical Psychologist)
Location: Clinical Psychology Department, Princess Royal Hospital,
Haywards Heath
Summary of Placement Experience
This placement provided experience of working with adolescents, their families and 
professional systems within a specialist adolescent in-patient unit and its outreach 
team using systemic, narrative and cognitive-analytic frameworks. One day per 
fortnight was spent working in the family therapy clinic on a community CAMHS 
team. The work comprised of assessment interviews, short term interventions, 
psychometric assessment and provision of consultation to professional system.
Clinical Skills and Experience
Experience was gained with a range of presenting problems including anger 
management problems, obsessive-compulsive disorder, school refusal, Asperger’s 
syndrome, auditory hallucinations and anxiety. A variety of assessment tools were 
used including WISC-III, WORD, WAND, WOLD, Spence Test of Perception of
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Emotion, STAXI, Birleson Depression Scale, Happé Strange Stories Test, tools from 
Ryle’s CAT Psychotherapy File and Pence Children’s Anxiety Questiormaire.
Training, Seminars and Research
I developed the materials for and facilitated a two-hour workshop on externalisation 
for the therapists in family therapy clinic. I visited the local authority secure unit and 
discussed with care staff the models of practice on which there work was based and 
the role of clinical psychologists in their service. As part of a joint piece of work with 
my supervisor, I provided consultation to the manager of the educational side of the 
inpatient unit, on research methodologies suitable for an evaluation of the service. I 
attended a half day seminar on diagnostic assessments for autistic spectrum disorders.
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Core Older People Placement
Placement Details
Dates: October 2004-March 2005
Supervisor: Clare Crellin (Consultant Clinical Psychologist)
Location: Older People’s Team, Linwood Community Mental Health Centre
Summary of Placement Experience
The placement provided experience of working with people aged 67-79 years using 
Jungian and existential-phenomenological frameworks within a community setting. 
The work consisted of psychotherapy assessments, short term interventions and 
neuropsychological assessment
Clinical Skills and Experience
Experience was gained of a range of presenting problems including memory loss, 
anxiety, panic attacks, adjustment to physical illness and dependent personality 
problems. The placement also provided the opportunity to participate in a 
psychoanalytic observation. A variety of assessment tools were employed including 
the Millon Multiaxal Clinical Inventory-II, Beck Hopelessness Scale, Warrington 
Recognition Memory Test and the Cognitive Estimations Test.
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Training, Seminars and Research
I planned, developed and facilitated, with another trainee, a workshop on suicide and 
older people for the community mental health team. I participated in a trust training 
workshop on qualitative research and on working with interpreters.
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Specialist Foster Care Placement
Placement Details
Dates: March 2005-September 2005
Supervisor: Deborah Page (Clinical Psychologist)
Location: West Sussex Looked After & Adpoted Children’s Service
Summary of Placement Experience
The placement provided experience of working with young people in foster care and 
the professional system that supported them. The clinical work drew on attachment 
theory and systemic frameworks in providing therapeutic work and consultation.
Clinical Skills and Experience
Experience was gained of working with young people with attachment related 
problems and providing systemic consultation to social workers and foster carers. I 
co-facilitated a group for foster carers and developed my skills in relation to the 
production of therapeutic letters. 1 worked with a family therapy team one afternoon 
per week.A variety of assessment tools were employed including the Wechsler
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Intelligence Scale for Children (Fourth Edition), Spence Anxiety Scale for Children, 
Happee’s Strange Stories and Reactive attachment Disorder Scale.
Training, Seminars and Research
I contributed to a brief audit of the service, carrying out interviews with service users 
and professionals about their experience of the service. I presented my research on 
fathers involvement in family therapy to four family therapy clinics across the region.
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Adult Mental Health Case Report Summary
Title
The assessment and treatment of a 35-year old woman, who pulls out her hair. 
Presentation and history of the problem
Jane was referred by her GP to the Counselling Psychologist in the Community 
Mental Health Team in relation to her habit of pulling out her hair. She described 
having regular urges to pull out her hair, especially when feeling anxious and reported 
that she is often not aware that she had done so. The initial relief of tension on 
pulling out her hair is followed by guilt and distress in relation to the impact this 
practice has on her appearance.
She has pulled out her hair since the age of eight. Her family were aware of her habit 
but never raised it as an issue. She reported that she often considered herself abnormal 
as a result. She had a distant relationship with her mother, who would often cut her 
hair short making her bald patches more visible. By her adolescence, hair pulling had 
become a daily habit. She has disclosed her difficulties to three longer term partners 
but remains concerned that others will reject her if they became aware of her problem. 
She decided to initiate the current referral after seeing a television programme on 
trichotillomania.
Family and personal history
Until the age of three she grew up with both parents and her younger twin sisters. At 
the age of three her father was publicly arrested outside her family home and her 
parents were divorced, following her father’s subsequent imprisonment. Her mother
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maintained strict discipline in the home and corporal punishment was employed when 
chores were not completed. After completing her A’ levels at community college, she 
worked as an administrator. She was married at 21 but separated six years later as she 
felt her husband had different values and interests.
Initial formulation
A cognitive behavioural model of trichotillomania was employed to conceptualise 
Jane’s difficulties. It was hypothesised that the early loss of Jane’s father and her 
distant relationship with her mother left her with core beliefs of not being in control 
and unlovable. When faced with high risk situations for hair pulling these beliefs 
become activated, produce negative automatic thoughts and feelings of anxiety. 
Deeply held beliefs about the efficacy of hair pulling as a coping strategy are then 
hypothesised to induce urges to pull. These urges have been repeatedly paired with a 
sense of relief after pulling that they become hard to resist. Permission giving beliefs, 
such as, ‘T’ll only pull one” may form the final stage in the sequence that leads to hair 
pulling.
Action Plan
The limited evidence suggested that employment of a cognitive behavioural approach, 
including elements of psycho-education and cognitive restructuring, was appropriate.
Intervention
This involved eight weekly, individual sessions. The psycho-education served to 
normalise her difficulties and engender optimism about the outcome of therapy. 
Jane’s successful employment of behavioural strategies to control urges gave her the
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confidence to begin to grow her hair early on in the work. Through Socratic 
questioning around her beliefs about hair pulling and consideration of the impact of 
disclosure on her relationships, she began to challenge her negative self beliefs and 
sense of being different. Her increasing sense of self-efficacy, in relation to the 
management of her urges to pull her hair, served to undermine her beliefs about her 
lack of control.
Outcome
Jane score on all five sub-scales of the Clinical Outcomes in Routine Evaluation 
showed significant positive change over the course of therapy. Her urges to pull her 
hair had reduced from five per week to zero. Whilst she remains vulnerable to relapse 
following stressful life events, her development of a range of coping strategies and 
sources of support will serve to minimise that risk.
Reformulation
The work generally supported the initial formulation. However it was apparent that 
the core belief about herself being strange and different had a more significant impact 
on the maintenance of her difficulties than initially hypothesised.
Critical Evaluation
Significant factors in the effectiveness of the intervention were Jane’s motivation to 
change and her engagement in the therapeutic process.
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People with Learning Disabilities Case Report Summary
Title
A clinical intervention based on attachment theory for a 39-year old woman in 
relation to aggressive behaviour.
Referral and presentation of the problem
Jane, who had a significant learning disability and visual impaimient, was referred to 
the community learning disabilities team by her GP following concerns raised by her 
carers at her residential placement about outbursts of anger. Jane was described as 
being intensely focused on her relationship with another resident whom she would 
repeatedly engage in intense and demanding interactions. Her anger was mostly 
expressed verbally, but occasionally involved kicking or pushing others. It was 
apparent that the problem had significantly increased over the past few years, in 
particular around the annual changes in staff.
Background history
Care staff reported that Jane was an only child and had been struck, on a number of 
occasions, by her parents. Subsequently Jane’s maternal grandmother had custody 
and she attended a boarding school for the blind. She has been at the residential 
community where she currently resides since leaving school. She currently works in 
the bakery that forms part of the community where she lives.
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Initial formulation
The early difficult relationship between Jane and her mother was hypothesised to have 
contributed to the development of an ambivalent insecure attachment style. Her 
disrupted placements and staff changes are likely to have contributed to her model of 
others as unpredictable and unresponsive and of herself as undeserving of care. 
Jane’s attempts to ingratiate by showing off, intimacy alternating with hostility in 
close relationships and fragmented conversational style are suggestive of ambivalent 
attachment. A number of physical health changes reported by Jane’s carers were 
suggestive of menopause that has been linked to mood disturbance. As the staff 
tended to attribute Jane’s aggressive behaviour to attention seeking, it was 
hypothesised that her behaviour was likely to produce negative emotions and reduce 
the likelihood of helping behaviours.
Action Plan
The intervention, based on attachment theory, worked with the professional system, 
exploring their position as attachment figures and how they might provide a more 
secure base for Jane’s emotional development.
Intervention
This comprised of seven sessions with care staff. Staff engaged with ideas contained 
within the formulation and through discussion of specific interactions began to make 
sense of her behaviour as separation protest. Strategies for responding to Jane’s anger 
were identified and a set of guidelines for meeting Jane’s needs were drawn up to 
promote consistency. One significant focus was on the impact of Jane’s visual 
disability. The way the auditory environment might alert Jane to the possibility of
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abandonment lead to work around tone and intonation of voice when communicating 
with Jane.
Outcome
There was a significant reduction in outbursts of anger over the course of the work. 
Junior staff reported increased confidence in caring for Jane and acknowledging 
difficulties they encountered.
Reformulation
The formulation was generally supported by the information that arose during the 
intervention. However it did become apparent during the intervention that a number 
of atypical behaviours exhibited by Jane were consistent with the triad of impairments 
found in autistic spectrum disorders.
Critical Evaluation
The work could have addressed more directly the strong emotions generated in staff 
by the aggressive behaviour through training in stress management techniques.
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Child & Family Case Report Summary
Title
Narrative therapy with a 12-year old girl and her family presenting with feeding 
problems.
Presentation and history of the problem
Sarah had been referred by her GP to the child and adolescent mental health service 
community team. She had been regularly refusing to eat due to a fear of vomiting that 
started three months previously, when her younger sister had been sick at the dinner 
table. On the occasions that she does eat she takes exceptionally small mouthfuls 
after lengthy coaching by her parents. The GP had prescribed medication but both 
parents reported feeling desperate as nothing seemed to help.
Family and personal history
Sarah lived with her father, a rector, and her mother, a homemaker, and younger sister 
and brother. Sarah was described as an anxious child and her mother expressed 
concern that this was related to the family history of depression and anxiety. The 
family lead a very busy life with meal times one of the few occasions in the day when 
they can be together.
Initial Formulation
The family’s problems were conceptualised in terms of a dominant narrative that 
pathologised Sarah’s difficulties and focused on parental failure to support her. The 
psychiatric discourse drawn upon by the family marginalised their own skills and
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competencies in managing these problems and left them dependent on expert opinion. 
This served to marginalise Sarah’s voice and her (and her parents’) power to resist the 
totalising descriptions of her difficulties. There were some exceptions to these 
dominant narratives, such as Sarah’s success in attending camp on her ovm, but these 
tended to be marginalised or minimised.
Action Plan
The intervention based on ideas and practices from narrative therapy sought to 
externalise Sarah’s problem, develop the exceptions into an alternative narrative that 
celebrated and allowed others to witness Sarah’s competencies and the family’s 
strengths.
Intervention
This comprised of eight sessions with the family. Sarah quickly engaged in the 
process of externalisation coming up with a name for her problem, drawing cartoons 
about it and developing a scrapbook that documented her resistance to the problem. 
Whilst Sarah’s father could recognise the family’s influence over the problem and 
Sarah’s increasing sense of self-efficacy, her mother struggled to believe that the 
progress she was making could be sustained. I employed therapeutic letters to support 
the process of developing an alternative narrative and also to witness and celebrate 
Sarah’s achievements.
Outcome
On informal scaling questions in relation to the problem there was significant 
improvement over the course of therapy. Furthermore comparison of Sarah’s pictures
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of her problem over the course of the work were suggestive of it having a vastly 
reduced impact on her life.
Reformulation
Overall the initial formulation proved useful in guiding the work. The work 
highlighted the power of a particular stoiy of parental self-blame. The power of this 
story in constructing Jane’s position in the family appeared to be related to her own 
struggles with eating problems and her low self esteem.
Critical evaluation
Central to the process of change was the development of Sarah’s sense of agency. 
This may have developed through separating the problem from her identity and 
validating her and her parents’ knowledge in relation to managing the problem.
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Specialist Adolescent Case Report Summary
Title
A systemic approach to a 12-yearold boy referred in relation to unresolved grief and 
low self-esteem.
Assessment
Fred was referred by his GP to the out-patient Child Psychology department. His 
mother described his problems in the context of his father’s suicide that had left him 
prone to low mood, negative self-evaluations and a tendency to maximise the 
significance of negative events. Fred’s father had an alcohol dependency and had 
been increasingly aggressive to Fred whose arrival he associated with his redundancy. 
Following the suicide Fred’s mother had remarried and Fred was developing a close 
relationship with his stepfather. Fred suffered from bullying at school and often 
blamed himself for difficulties he encountered. His step-brother came to live with the 
family in the past two years and after initial difficulties their relationship has 
improved. Fred has a close relationship with his older brother.
Initial Formulation
The family can be seen as being in an important transitional phase in adjusting to the 
arrival of a step brother, the departure of Fred’s older brother to boarding school and 
Fred’s development to adolescence. This latter transition alongside the realignment of 
roles within the family, required Fred to develop his sense of autonomy. It was 
hypothesised that this need to develop his identity outside the family may have 
reactivated earlier losses. On account of Fred’s confusion about his father’s death, he
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talked about these difficulties inappropriately with his peers. However their ridicule 
further upset him and added to his sense of confusion and isolation.
Intervention
In the initial sessions Fred preferred to be seen on his own for the majority of the 
meeting. Through the process of discussing the painful events around his father’s 
death, it became apparent that direct communication about those events was difficult 
within their busy family. Through circular questions looking at the challenges to 
communication in the family, Fred and his mother were able to begin to appreciate 
how they both continue to hold feelings of guilt in relation to the suicide. In 
developing an alternative narrative in relation to Fred’s competencies, his older 
brother was involved to act as a witness to his multiple achievements and a 
therapeutic letter was sent to document this process.
Outcome
There was significant improvement of Fred’s score on a psychometric measure of self 
esteem over the course of therapy. Parental responses to informal scaling questions 
were also suggestive of improvement. Fred reported that he was better able to cope 
with problems that arose and only call on his parents’ assistance when necessary.
Reformulation
The work supported the initial formulation. Fred’s difficulties could also be 
understood as arising from the challenge of emotionally relocating his deceased father 
and moving on with life. In completing this task Fred was able to evolve an ongoing
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relationship with his thoughts and feelings about his father through being given 
permission to communicate directly about this loss with his mother.
Critical Evaluation
In managing the sessions I was aware that I had departed from the narrative, ‘non­
expert’ position, taking a more traditional position of the therapist in terms of 
containing feelings and facilitating problem solving.
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Older People Case Report Summary
Title
An extended assessment of a 79-year old woman using an integrative approach 
drawing on Jungian and existential-phenomenological frameworks
Initial Assessment
Jill was referred by psychiatric staff for a psychological assessment in relation to level 
of anxiety and her fears about death. The initial assessment was based on completion 
of a semi-structured assessment for psychotherapy interview and reading the medical 
notes. Jill considered her main problem to be facing death alone and the loss of 
control. She expressed grave concerns about her memory that caused her great 
anxiety. She came from a poor background and after leaving her first husband raised 
her children on her own. She later trained as a teacher and had a very successful 
teaching career in Australia. She returned to England for her retirement with her 
Australian husband who died from dementia two years prior to the assessment.
Despite failing sight due to macular degeneration, she continues to live on her ovm 
with support from care assistants, a community psychiatric nurse and day hospital 
care. She had received two weeks inpatient treatment within the past year due to 
elevated anxiety and low mood.
formulation
Existential themes were evident in JilTs narrative. The existential-phenomenological 
approach to the experience of paradoxes of life, that were of central concern for Jill, is
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not to construct a tidy reformulation but rather to support engagement with absurdity. 
There was however some evidence of organicity. Given the gradual decline in 
memory function and the marginally frontal presentation, one hypothesis may be that 
the cognitive profile might consistent with a diagnosis of Alzheimer’s type dementia 
(AD).
Action plan
A psychometric assessment would be undertaken to address the question of organic 
memory problems. I planned to undertake brief psychotherapeutic work with Jill on 
completion of the additional assessment procedures.
Extended assessment
An extended assessment was carried using a battery of reliable and valid 
psychometric tests that have been used to measure intellectual, executive and memory 
function.
Extended formulation
Given the limitations of neuropsychological testing in the early stages of dementia, 
the Jill’s cognitive profile was not consistent with the early stages of AD. There was 
much clinical material to suggest that Jill has a dominant, intuitive side to her 
character. Thus in relation to the indirect work recommended below, if staff fail to 
ally sufficiently with Jill’s intuitive side and take on the role of teacher, Jill will refuse 
to engage in that kind of process .
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Recommendations for intervention
These included brief psychotherapy, indirect work with other team members to 
develop Jill’s care plan and reassessment should there be any further reported decline 
in cognitive function.
Critical evaluation
I found the principles of person-centred assessment a valuable guide for reducing the 
power imbalance generated in the conduct of the psychometric assessments. This 
enabled the assessment to become a starting point for developing a trusting 
relationship that was significant given the therapeutic that would follow its 
conclusion.
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Survey of User-Satisfaction with a Pilot Memory
Screening Service
June 2003 
Year One
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Abstract
Title
Survey of user satisfaction with a pilot memory screening service 
Objective
The study aimed to assess user satisfaction with an assessment and treatment service 
for individuals with memory problems. Two areas of special interest were client 
views on the venue of the assessment and the provision of advice and information. 
Design
The study was a cross-sectional survey of service user satisfaction.
Setting
The service was based in three community mental health teams for people aged 65 
years and over, covering an urban area.
Participants
The views of 170 attendees of the service during the one year pilot were canvassed 
and the response rate was 61% (n=104).
Main Outcome Measure
A 19-item questionnaire was designed that covered the main aspects of the service. 
The design of the questionnaire reflected suggestions from the literature on how to 
facilitate feedback on services from older people.
Results
The proportion of respondents describing the various aspects of the service positively 
ranged from 77.2% to 100%.
Conclusions
The study found a high level of satisfaction with all aspects of the service. The results 
were markedly greater than a previous study in relation to the provision of advice and
124
information. Potential reasons for this discrepancy are discussed. Particular strengths 
of the service 'svere identified as the use of home assessments, provision of written 
advice and information, and a clear explanation of what to expect from the service. 
Methodological difficulties in accurately measuring client satisfaction are discussed.
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1. INTRODUCTION
1.1 Memory Clinics
The National Service Framework for older people (Department of Health, 2001) 
identified memory clinics as a service that should be provided by all mental health 
services for older people. Memory clinics were developed in recognition of the need 
to identify people at the early stages of a dementing illness so that reversible 
conditions can be detected and appropriate management and support set up for them 
and their families (Moniz-Cook & Woods, 1997). This development was significant 
as people with dementia tend to be referred when the dementing process is advanced 
and often in crisis (Williams, Aldridge & Barker, 1998) and older people are often 
reluctant to report dementia related symptoms to their GP (Fraser, 1991). The early 
assessment and intervention with the person with dementia and their carers has been 
shown to improve quality of life for carers (Logiudice, et al, 1999), maximise the 
effectiveness of drug and psychosocial interventions and produce better outcomes in 
terms of times to institutionalisation (Moniz-Cook, Agar, Gibson, Win & Wang, 
1998). Memory clinics seek to engage people in the early stages of a dementia with 
services through taking self referrals or proactively encouraging health professionals 
to refer to specialist services.
1.2 Patient Satisfaction
The Department of Health requires that the NHS actively seeks patients’ views on the 
quality of the service that they receive (Department of Health, 1998). This enables 
services to be evaluated and future service standards developed that are based on 
patients’ defined needs and preferences rather than service providers’ opinions of 
them. Patient satisfaction has become an important outcome to consider in health care
126
as patients that are dissatisfied are less likely to comply with treatment (Fitzpatrick & 
Hopkins, 1981) and more likely not to attend further treatment (Weiss & Senf, 1990).
There does not appear to be a clear definition of patient satisfaction in the literature 
but there is some consensus that it must include patients’ cognitive evaluation and 
emotional reactions to their care (Fitzpatrick, 1993). The concept of satisfaction is 
generally treated as a multi-dimensional rather than a single or global rating, since the 
latter does not provide specific information about which aspects of the service are 
positive and which need to change (Fitzpatrick, 1997).
1.3 User evaluation with older people
Older people using mental health services tend to be reluctant to provide comment 
and have less experience of filling out evaluation questionnaires than younger people 
(Boakes & Smyth, 1995), In facilitating feedback from older people, Hazell, Driver 
and Shalan (1996) recommended that the following considerations be taken into 
account in constructing questionnaires:
• Questions need to be brief, concise and easy to understand
• Forced choice question format was considered better at eliciting honest 
opinion in sensitive areas
• Graded answers were considered more difficult to follow than simple ‘Yes’ or 
‘No’ responses
They also suggest that participants be told in advance that their views will be 
requested and the reasons for the consultation explained. Furthermore, the provision 
of space for qualitative as well as quantitative responses is more likely to elicit
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suggested areas for service improvement with this client group (Simpson, Scothem & 
Vincent, 1995).
1.4 Context
The research on memory clinics has generally focused on a model of service delivery 
where the clinic is separate to other mental health services (Bucks et al, 1998). A 
previous pilot project of a memory clinic in the trust of the current study placed the 
service in a GP surgery. It was found that this familiar environment was more 
acceptable and 26% of participants reported that they would not have attended the 
assessment had it been at a local hospital clinic (Williams, Smerdon & Aldridge, 
1998). However one of the weaknesses of this model was the link with specialist 
services to complete the assessment or intervention, as the GPs sometimes failed to 
refer the person on or the person was unwilling to attend the psychiatric out-patient 
department (Williams, Smerdon & Aldridge, 1998). The Memory Screening Service 
sought to overcome this problem through employing an integrated model of service 
delivery for a memory clinic based within community mental health teams.
The Memory Screening Service was piloted for one year from June 2001 across three 
urban community mental health teams for people of 65 years and older. The service 
was advertised through widely distributed leaflets and posters that gave a telephone 
number through which individuals could access the service. Written referrals were 
also accepted from GPs and health visitors. All referrals were then allocated at the 
community mental health team meeting for an initial assessment. Follovydng the 
initial assessment, if the diagnosis was unclear, there was a complex presentation or it 
was felt that a cognitive profile would be useful for management purposes, a
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neuropsychological assessment was carried out. Treatment decisions were then made 
at a subsequent community mental health team meeting and appropriate interventions 
planned. The present study was part of a broader clinical audit (see appendix 1) of the 
pilot service that sought to determine its effectiveness and future viability.
1.5 Aims
The primary aim of the present study was to ascertain the views of users of the 
Memory Screening Service using a specially designed questionnaire. Based on 
previous findings, it was expected that overall ratings of satisfaction would be high 
(Lebow, 1983).
The views of attendees at the service with respect to the provision of information on 
their memory problems and advice on management were of particular interest. Hill, 
O’Brien, Morant and Levy (1995) found that only 42% of attendees at their memory 
clinic who expected to be given an explanation of their memory problems felt this had 
been provided, and only 7% who expected to be given advice on managing memory 
problems felt this had been provided.
A further aim of the study was to ascertain the users’ views of the venues employed, 
in particular their level of satisfaction with assessments that take place in hospital 
locations.
A further aspect of the survey was to identify any strengths or weaknesses described 
by service users and any suggestions for how the service could better meet their 
needs.
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2. METHOD
2.1 Design
The study was a cross-sectional survey of service user satisfaction.
2.2 Measure
The service was evaluated using a 19-item questionnaire that sought to cover the main 
aspects of the service (see appendix 2). This questionnaire was devised to take into 
account the findings of the literature on user evaluation with older people summarised 
above. The instrument was limited to four pages as questionnaires over this length 
have been found to reduce return rates (Yammarino, Skinner & Childers, 1991, cited 
by Viljoen & Wolpert, 2002).
The questions relating to each aspect of the service from initial contact to advice and 
treatment were drawn up by the author and his supervisor. The questions concerned 
ease of accessing the service; how stressful the assessments were; the quality of the 
information provided; the venues employed; the waiting time; whether clients would 
recommend the service; and overall satisfaction.
Content validation was carried out through expert sampling of the measure by 
members of the community mental health team. This facilitated the refinement of the 
language employed and the areas covered. The questionnaire was piloted on two 
participants to check that the items were clear and easily understood. There were no 
amendments required and the data from them was included in the final analysis.
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The questionnaire was completed anonymously as this has been shown to increase 
return rates and encourage critical feedback (Stallard, Hodson & Davis, 1992). The 
questionnaire used large type and symbols to aid comprehension. All attendees at the 
service were informed before the assessment of the pilot nature of the project and that 
their feedback on the service would be requested on completion of the referral.
2.3 Sample
The original sample consisted of 171 clients (66 males and 105 females) that accessed 
the service during the one year pilot. Their ages ranged from 63-99 years, and their 
mean age was 76.4 years with a standard deviation of 6.7 years. The sample was later 
reduced to 104 clients as 67 clients failed to return the questionnaire. Demographic 
information was not collected on the questionnaire and thus can not be provided in 
relation to the respondents.
2.4 Procedure
The questionnaire and a stamped addressed envelope were sent out to all attendees of 
the Memory Screening Service who had completed the assessment process in March 
2002. The remainder were sent questionnaires when their assessments were 
completed. Reminders were not sent to non-respondents due to the anonymous nature 
of the survey.
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3. RESULTS
3.1 Frequency Measures
61% (n=104) of the sample returned their questionnaires and 97% (n=101) were 
completed by the client themselves.
The results for questions relating to the initial contact with the service are summarised 
in table 1. The first two questions were not relevant to 19% (n=20) of the sample who 
were referred by their GP or health visitor and would not have made contact with the 
service in the usual way and had the process explained to them on the telephone. 
2.8% (n=3) and 3.8% (n=4) of the respondents respectively did not complete these 
questions.
Table 1. Items relating to contact with service
Item No and summary % of yes responses % of no responses
1. Easy to make contact with service 91.6 (n=76) 8.4 (n=5)
2. Service was clearly explained 91.6 (n=75) 8.4 (n=4)
The results for questions relating to the first assessment are summarised in table 2. 
There was limited missing data for these questions that ranged from 2.9% (n=3) to 
8.7% (n=9).
Table 2. Items relating to satisfaction with irst assessment
Item No. and summary % of yes responses % of no responses
3. Satisfied with wait 93.9 (n=93) 6.1 (n=5)
4. Easy to arrange 100(n=98) 0 (n=0)
6. Satisfied with venue 95.9 (n=94) 4.1 (n=3)
7. Felt problems were understood 94.7 (n=90) 5.3 (n=5)
8. Found appointment stressful 11.9(n=12) 88.1 (n=89)
9. Conclusions clearly explained 93.7 (n=89) 6.3 (n=6)
10. Explained what happen next 95.8 (n=92) 4.2 (n=4)
The results for questions relating to the neuropsychological assessment are 
summarised in table 3. These questions were relevant to 55.8% (n=58) of the sample
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who recorded that they had a neuropsychological assessment. The missing data on 
these questions ranged from 0% (n=0) to 7.7% (n=8).^
Table 3. Items relating to satisfaction with neuropsychological assessment
Item No. and summary % of yes responses % of no responses
12. Satisfied with venue 94.8 (n=55) 5.2 (n=3)
13. Reasons for tests explained 90.2 (n=46) 9.8 (n=4)
14. Found tests stressful 22.8 (n=13) 77.2 (n=43)
15. Conclusions of tests explained 88.9 (n=48) 11.1 (n=5)
16. Satisfied with advice on memory 
problems
88.1 (n=37) 11.9(n=5)
The overall evaluations are summarised in table 4. The level of missing data was 
7.7% (n=8) and 11.6% (n=12) of the respondents respectively.
Table 4. Items relating to overall satisfaction
Item No. and summary % of yes response % of no response
18. Overall satisfaction 94.8 (n=91) 5.2 (n=5)
19. Would recommend service 95.7 (n=90) 4.3 (n=2)
3,2 Qualitative Analysis
Content analysis of the additional comments relating to explanation of conclusions, 
advice on management, venue, treatment and stressfulness of neuropsychological 
assessment was carried out. This latter item was included due to relatively high 
number of participants finding the assessment stressful. The analysis was carried out 
by the author and a trainee clinical psychologist and the comments with coding 
categories are included in appendix 3.
The analysis of comments relating to the provision of a clear explanation of the 
conclusions of the neuropsychological assessment is summarised in table 5. There
 ^A further 7.7% (n=8) stated that the question on satisfaction with advice on memory 
problems (item number 16) was not relevant to them.
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was high inter-rater reliability (Kappa=0.86). 55% of comments (n=ll) related to the 
conclusions of the assessment being clearly explained. Those subjects that did not 
agree with the conclusions reported that the tests had overestimated their ability, their 
impaired performance related to how test materials had been presented or they did not 
agree that they were depressed. Four participants valued the provision of written 
summaries of the findings of the assessment.
Table 5. Coding of comments on clear explanation of conclusions of
Coding category Frequency
Conclusions clearly explained 11
Conclusions explained, but did not agree 3
Conclusions explained, but unable to remember them 3
No explanation provided 3
The analysis of comments relating to the advice given on management of memory 
problems is summarised in table 6. There was high inter-rater reliability 
(Kappa=0.96). 45% of the additional comments (n=13) related to finding the advice 
useful. Those participants who felt the advice lacked specificity were concerned that 
the tests had over estimated their ability, that they were not given sufficient practical 
suggestions on managing their memory problems or that they had not been provided 
with exercises to improve language fimction.
Coding category Frequency
Advice was useful 13
Advice was not specific enough 5
Advice was not provided 5
Unable to recall advice being given 3
Advice not necessary due absence of memory problems 3
The analysis of comments relating to the venue of the initial assessment is 
summarised in table 7. There was a high level of inter-rater reliability (Kappa=0.92). 
60% (n=57) of the initial assessments were carried in the client’s home and all the
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negative comments related to hospital out patients. 52% of comments (n=15) 
reflected appreciation of an assessment at home. The other problems with hospital 
appointments included odour in the waiting room and limited parking.
Table 7. Coding of comments on venue of initial assessment
Coding category Frequency
Valued home assessment 15
Out-patient venue convenient or suitable 6
Venue difficult to get to or too far 4
Other problems with venue 4
The analysis of comments relating to the venue of the neuropsychological assessment
is summarised in table 8. There was a high level of inter-rater reliability (Kappa=
1.0). 85% of comments (n=ll) related to finding the venue of the 
convenient or suitable.
assessment
Table 8. Coding of comments on venue for neuropsychological assessment
Coding category Frequency
Venue was convenient or suitable 11
Problems with hospital transport 1
Venue difficult to get to 1
The categories and frequencies identified for comments relating to the stressfulness of 
the neuropsychological assessment are summarised in table 9. There was a high level 
of inter-rater reliability (Kappa=0.90). 54% of comments (n=14) related to finding 
the tests interesting or enjoyable. Reasons provided for the assessment being an 
unpleasant experience included the length of the appointment, poor rapport with the 
assessor and the room being uncomfortable. Four participants referred to the benefit 
of the assessment taking place over two appointments.
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Table 9. Coding of comments on stressfulness of neuropsychological assessment
Coding category Frequency
Found tests interesting or enjoyable 14
Found tests tiring 7
Found testing an unpleasant experience 3
Anxious about performance on tests 3
The categories and frequencies identified for comments relating to treatment received 
are summarised in table 10. There was high inter-rater reliability (Kappa=0.88). 
Positive comments referred to satisfaction and utility of particular treatments, 
professionalism of staff, quality of service provided by day hospital and advice 
provided. Negative comments referred to side effects of medication and not receiving 
treatment. Ambivalent comments referred to problems of side effects of medication 
whilst valuing other treatments provided.
Table 10. Coding of comments on treatment received
Coding category Frequency
Positive 33
Negative 9
Ambivalent 4
Awaiting treatment 5
4. DISCUSSION
As expected, there was a high level of satisfaction across all aspects of the service 
with 94.8 % (n=91) reporting overall satisfaction with the service. The level of 
satisfaction for items relating to the provision of information and advice was 88.1% 
(n=37) and above. This is in marked contrast to the low levels of satisfaction in these 
areas reported by Hill et al (1995). One possible explanation for the difference was 
the provision of written materials, to explain the outcome of the assessment and 
summarise the advice given, that were valued by participants in the current study. 
Hill et al (1995) made no reference to the provision of such materials. A further 
reason may relate to the expectations regarding the service of those attending. Hill et
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al (1995) found that only 43% of patients and carers thought that the service hade 
been explained in sufficient detail before they arrived. In contrast, in the present 
study 92% (n=75) thought the service had been clearly explained. This may reflect 
that the service was explained to patients in the advertising leaflet, on the telephone 
when they contacted the service and in the initial letter following referral. An 
additional issue is that the Hill et al (1995) results were collected from an assessment 
and advice clinic that patients and carers attended for one day, but the present study 
involved multiple assessments and treatment over a number of weeks. The higher 
level of satisfaction found in the present study may reflect the finding that satisfaction 
ratings and length of treatment are positively correlated (Gaston & Sabourin, 1992).
One concern regarding the creation of the Memory Screening Service within a 
community mental health team was the location of assessments. 95.9% (n=94) were 
satisfied with the venue of their first appointment which in the majority of cases took 
place in the person’s home. All neuropsychological assessments were carried out at a 
hospital site that was satisfactory for 94.8% (n=55). This suggests that attending 
assessments at hospital based locations is not a major concern for attendees. 
Furthermore it appears that the opportunity to have an initial assessment at home was 
strongly valued by participants and reduced anxiety. However, when these results 
were presented to the service (see appendix 3), it was suggested that the benefits in 
terms of client satisfaction with home assessment need to be balanced against the 
potential for confidentiality to be compromised and the extra costs in terms of staff 
travel time.
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Contrary to the concerns of critics of early detection of dementia (Gordon & 
Freedman, 1990) most participants (77.2%, n=43) did not find the neuropsychological 
assessment stressful. This challenges one of the arguments against early assessment. 
From the qualitative feedback, it appeared that breaking up the assessment over two 
sessions served to reduce the fatigue that was the most frequent problem reported.
Nguyen, Attkisson & Stegner (1983) has pointed out client satisfaction ratings are 
readily affected by a variety of factors including social desirability bias (Edwards, 
1957, cited by Nguyen et al 1983), ingratiating response set (Scheirer, 1978, cited by 
Nguyen et al 1983) and researcher bias (Gordon & Morse, 1974, cited by Nguyen et 
al 1983). The possibility of these biases calls into question the legitimacy of using 
client satisfaction questionnaires as an outcome measure of mental health services. 
This notion has been challenged empirically by Gaston & Saborin (1992) who found 
there to be no correlation between clients’ ratings of satisfaction and clients’ scores on 
the Marlowe-Crowne Social Desirability Scale. It would be instructive to repeat this 
study with older people.
The reasonable level of response (61%) was consistent with other studies (Lebow, 
1983). One potential threat to the validity of the study is that non-respondents had a 
negative attitude to the service and had chosen not to respond. This possibility has 
been supported by the finding that, when initial non-respondents have been followed 
up, they tend to respond less positively (Lebow, 1983).
The design of the service was selected to ensure ease of referral on to psychiatric and 
other specialist services. This was difficult to evaluate from satisfaction data but
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covered in other parts of the service evaluation. However, given that attendees 
received a broad range of treatments and a majority reported satisfaction with them, it 
suggests that the model facilitated access to such services.
In summary this study pointed to a positive evaluation of the Memory Screening 
Service. The model of service delivery employed appears to have provided clients 
with a service that they can access easily and provides assessment without undue 
delay at appropriate venues. The information, advice and treatments provided were 
generally considered to have met the needs of clients. In particular, attendees valued 
the opportunity to have an initial assessment at home, advice and information 
provided in writing and access to a range of treatments.
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Appendix 2: Service user satisfaction questionnaire
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Memory Screening Service Questionnaire
The Memory Screening Service is being evaluated so that we can improve the quality 
of the service it provides. An important part of that process is to find out what you 
thought of the service. Please circle either YES or NO in response to the questions 
helow and add any comments in the space provided. This questionnaire is confidential 
and we would ask you to be full and jfrank in answering the questions. There are four 
sides to this form.
1. It was easy to make contact with the service. ©
Comments: YES NO
2. When I telephoned the service, it was clearly explained how the service worked.
©
Comments: YES NO
3. I was satisfied with the length of time before the first appointment. ©
Comments: YES NO
4. It was easy to arrange my first appointment. ©
Comments: YES NO
5. Where was your first appointment held?
6. I was satisfied with the venue of my first appointment. ©
Comments: YES NO
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7. 1 felt that my problems were well understood.
Comments: YES NO
8. I found my first appointment stressful.
Comments: YES NO
9. The conclusions of the assessment were clearly explained.
Comments: YES NO
10. The Memory Screening Service staff explained clearly what would happen next.
©  (5
Comments: YES NO
Part 2: Psychological assessment
11. Some people were asked to attend a second appointment for further detailed 
testing with a psychologist. Were you invited for fiirther assessment? YES NO
If your answer is NO, proceed to question 17 in the next section.
If your answer is YES, continue with question 12.
12. I was satisfied with the venue for the memory tests with the psychologist
© ©
Comments: YES NO
146
P) M13. The reasons for further tests were clearly explained to me?
Comments: YES NO
14. I found the detailed memory tests stressful.
Comments:   YES NO
15. The conclusions of the psychological assessment were clearly explained.
Comments: YES NO
16. I was satisfied with the advice given on how to manage my memory problems.
©
Comments: YES NO
Part 3: Treatment
17. Which of the following treatments did you receive? (Please tick)
Anti-dementia Medication □  Medication for anxiety or depression □  
Memory Management Group □  Psychotherapy □  Day Hospital □  
Referral to Alzheimers’ Society □  Occupational Therapy □
Other (please specify).................................................................................
Please comment on how satisfied you were with the treatments provided:
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18. Overall I was satisfied with the service that I received from the Memory
Screening Service. ©
Comments: YES NO
19. I would recommend the Memory Screening Service to a fi*iend. ©
Comments: YES NO
Please use the space provided below to make any further comments about the Memory 
Screening Service and add any suggestions as to how the service could be improved.
Please make sure that you have answered all the questions. Thank you for filling in 
this form. We appreciate the time you have spent providing feedback on our service. 
Please return in the envelope provided and send to Memory Screening Service,
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Appendix 3: Qualitative data and coding categories
149
Coding for comments on explanation of conclusions of neuropsychological assessment
l=conclusions clearly explained 
2= conclusions clearly explained, but did not agree 
3= conclusions explained, but not able to remember them 
4=no explanation provided
Client
number
Qualitative response Coding
11 I did not agree. The verbal that I forgot seemed to be on one side. The 
story I was supposed to remember was badly read.
2
15 Clearly explained when I went back a month later and sent in the post. 1
20 Yes, but to an outsider superior scores would seem to show that I had no 
problems whereas to m y friends they are apparent.
2
21 I was not give advice as the treatment has not finished yet 4
23 I felt that nothing I contributed was open to discussion and I came away 
distressed by the lack o f  communication between the psychiatrist and 
myself.
4
26 It was explained that my problems are emotional and stress related 1
33 I did not agree with the conclusion that I needed treatment for depression 2
34 This presumably was the letter on conclusion 1
36 This was given in the fourth review session with two psychologists 1
53 Yes, it was confirmed that my short term memory is poor and my recall 
o f  essential words. I appreciated having these in writing.
1
64 Yes, I was greatly relieved and the results boosted my self esteem 1
67 Yes, ongoing 1
70 Yes, everything was explained but it is sometimes difficult to put things 
together
84 Yes, tablets were required 1
91 Yes, Very clear and unhurried and ready to explain things fiirther 1
96 Not quite
99 Yes I now feel quite comfortable 1
100 Yes clearly presented in writing 1
102 Fairly well explained, but rather tired and perhaps found it all a bit much 3
104 Clear at the time but difficult to remember now 3
Coding of comments on advice on how to manage memory problems
l=Advice usefiil
2=Advice not specific enough
3=Advice not provided
4=Unable to recall advice being given
5=Advice not necessary due to absence o f  memory problems
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Client
Number
Qualitative response Coding
3 Not done 3
6 Fortunately none deemed necessary 5
10 I would have liked specific exercises to be more able to concentrate on 
the spoken word and on producing my own vocabulary
2
15 I am afraid it was o f  no benefit to helping my problems, My problems 
are that I can hardly remember anything from the past thirty years
2
20 It was well meant and seemingly would be o f  help to those who score 
badly. I still find it difficult to believe that my scores were so high but 
they do not reflect the situation I find m yself in
2
23 I found the meeting with (psychiatrist) enjoyable and worthwhile and 
helped to remedy the distress experienced earlier
1
25 Yes, good 1
33 N o advice given 3
34 N o advice was given 3
36 Yes, useful information provided 5
51 Yes, but unless I have forgotten the main gist o f  the conclusions, there 
was no indication o f  Alzheimer’s and my memory loss was normal
1
52 There were no problems 5
53 I do not recall being given advice on how to manage my memory 
problems except for being invited to the memory management group
1
60 Yes, old age 1
64 Yes, very satisfied and have sorted out my caring responsibilities which 
were the cause o f  my depression and memory problems.
1
67 Yes, ongomg 1
70 The advice was very good 1
74 Can’t remember any advice given 4
77 Yes, I very much appreciated being given a possible explanation for my 
memory loss
1
81 Yes, these were very obvious advice that I summarised m yself 1
83 I don’t recall specific advice 4
84 Yes, chemically 1
88 No advice given. Perhaps a tablet may help, help was only advice 3
91 Could have been more practical suggestions on overcoming everyday 
memory problems and avoiding embarrassment in social situations
2
94 No problems found 5
96 No, not getting any better 3
99 Yes, everything is coming along nicely now. Thank you 1
102 Advice given but not felt fully discussed 2
104 Again, some difficulty in remembering all that was recommended. My 
fault not theirs.
4
Coding of comments in relation to venue for initial assessment
l=valued home assessment 
2=out-patient venue convenient or suitable 
3=venue difficult to get to or too far 
4=other problems with venue
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Client
Number
Qualitative response Coding
7 For a first appointment it was comforting to be seen at home and took 
away possible apprehension or fear o f  the unknown.
1
8 Receiving the nurse at home helped make the appointment informal, 
relaxed and fiiendly.
1
10 Difficult to get to without my daughter’s help. 3
12 Yes it was convenient for us to be seen at home. 1
16 Yes, except it was too far away and I am over 80 years old. 3
20 As I had broken my leg and was unable to walk it was very convenient 
to have the assessment done in m y home.
1
21 Very satisfied, everyone was very professional and polite. 2
23 It helped that the O.T. visited me at home. 1
25 Confused 4
31 Parking can be difficult and uphill walk for people with arthritis like me. 4
35 Better at home I think- there is some anxiety about the screening. 1
36 My mother was worried about the treatment, so first home assessment 
helped put her at ease.
1
46 I felt very comfortable at home. 1
50 A rather strong smell o f  stale urine in waiting area from the ‘old folks’ 
home along the corridor
4
53 A home appointment put me at ease. 1
61 It was ideal as I was seen at home. 1
64 I was surprised to find I was to see a psychiatrist 4
68 It was comfortable at home 1
69 Yes, I was seen at home. A  very good way to start. 1
75 Everyone was most kind. I felt quite at ease, it was lovely. I felt people 
cared.
2
80 Had difficulty finding it. Probably m y own fault for not reading 
instructions properly.
3
83 Yes, I was definitely satisfied. 2
85 Yes, very friendly and helpfid. 2
87 We would have been willing to travel, but it was more informal and 
comfortable at home.
1
90 It was easy to get to with minhnum o f  fuss. 2
93 Yes I was seen at home. I was certainly satisfied. 1
94 It helped me to relax being interviewed in my own home. 1
99 I was picked up by transport on time and made to feel very comfortable 
and offered coffee as soon as I arrived
2
102 The hospital is too far from bus services for the old and handicapped. 3
Coding of comments in relation to venue of neuropsychological assessment
l=yenue was convenient or suitable 
2=problems with hospital transport 
3=venue was difficult to get to
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Client
number
Qualitative response Coding
2 Very personal attention 1
8 The venue in the new unit was most satisfactory 1
10 Difficult to get to without lift from my daughter 3
12 Yes, I was told all the steps required. 1
17 I was satisfied with the venue. 1
21 Everyone was very relaxed and understanding. 1
23 The initial appointment did not take place. I was advised it would be at
..............hospital- transport arrived too late in the aftemoon for the driver
to take me t o .......... Hospital where the assessor was waiting
2
42 I was satisfied with the assessment being held a t ...........hospital. 1
53 ..............hospital in the event proved a quiet and restful location for these
tests.
1
70 I was more than satisfied. 1
84 It was close to my address. 1
99 Everything was all right. 1
104 It was comfortable and fiiendly. 1
Coding for comments on stressfiilness of neuropsychological assessment
l=found tests enjoyable/interesting 
2=foimd tests tiring
3=found testing an unpleasant experience 
4=anxious about performance on tests
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Client
Number
Qualitatiye response Coding
6 Felt a bit tired towards the end, but was able to come back to complete the 
tests.
2
10 I enjoyed them 1
12 Not at all stressfid, in fact I enjoyed it 1
17 I found the tests a great release 1
19 I found the tests mentally tiring, but interesting all the same 2
20 They were fun as I enjoy puzzles o f  that kind 1
21 Not at all stressful and proved to be useful 1
23 I was not at ease with the assessor. I found tiie room they were held in 
uncomfortable. I did not feel my contributions to discussions were valued.
3
25 They were excellent 1
27 Very interesting 1
30 I enjoyed it 1
32 (Stressful) because one wants to do well and scared that the ultimate 
outcome will show I am in deep trouble
4
33 The staff made it relaxing and enjoyable 1
36 My modier found it tiring rather than stressful so w e returned to complete 
the tests.
2
38 I wouldn’t way the tests were stressful, but in some cases frustrating 3
52 Humorous 1
53 I was worried my memory would fail to respond 4
64 I had to concentrate which was good but not stressfid 2
67 Fine 1
69 Two hours was a long time for testing, but the surroundings were restful 
and the cup o f  tea welcome
2
70 It is a strain to work things out and put them into words immediately 2
71 Parts o f  the test were stressful and I was tired afterwards but helped by 
having a second appointment to complete the tests.
2
81 I was worried in advance 4
91 The tests were conducted professionally without stress 1
99 I felt comfortable with it and did them over two appomtments 1
102 Not stressful but tiring 2
104 I tried to remain calm but gradually found concentration hard to maintain 
and found m yself strangely frustrated and bored and wanted to throw 
things around
3
Coding of comments on satisfaction with treatment
l=positive 
2=negative 
3=ambivalent 
4==treatment incomplete
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Client
Number
Qualitative response Coding
1 Had to stop treatment as it caused trouble with my angina 2
2 Very satisfied. ALL staff were very attentive 1
7 The memory clinic was very helpful with good suggestions in a pleasant 
atmosphere
1
9 I was very satisfied 1
15 I had several sessions with the trainee psychologist going over my 
anxiety and depression problems which were very helpful
1
16 I was very satisfied with the memory management group 1
18 I was very satisfied witli die memoiy management group 1
22 I found the memory testing very helpful 1
23 I did not receive any (treatment) 2
24 Psychotherapy and medication for anxiety and depression- very satisfied 1
26 Very satisfied with anti-dementia medication 1
27 Satisfied with advice given 1
28 Memory management- so far so good. 1
30 I was unable to attend memory management group. I am waiting to hear 
about the next group.
4
34 So far as I know I have received no treatments 2
39 Extremely satisfied and would not hesitate to use the service again 1
42 I have taken the pills provided but find that it makes me feel very heavy 
and slow and depressed so that my social life is affected.
2
43 None necessary and very satisfied with advice given 1
46 Anti-dementia medication-1 was very satisfied and felt all is being done 
in the circumstances.
1
50 I have been offered psychotherapy in October, this is going to start after 
surgery on my eyes.
4
53 I received anti-dementia medication. I am waiting to join memory 
management group.
4
54 Medication for anxiety. I tried the tablets but found that they made me ill 
so I went back to the doctor. Now I have stopped.
2
57 Very satisfied. Dr advised a course o f  B12 vitamin and also 
explained the reason why I was probably deficient in this vitamin.
1
59 Medication for depression- the treatment appears to help me 1
60 No treatment suggested; apparently no improvement likely.
61 Medication for anxiety; I trust it will be successful 1
63 Report to GP in 12-18 months.
64 So satisfied that I am extremely grateful because the psychiatrist gave 
me the confidence to change my life for the better.
1
68 GP gave me medication for anxiety. CT Scan, blood tests, etc. Very 
pleased with treatments provided
1
69 Very satisfied and relieved at assessment 1
70 I feel it is very early days to come to any conclusion regarding 
satisfaction o f  the treatments provided.
73 Satisfied with treatment. 1
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74 Anti-dementia medication. Day hospital. Memory management group. 
Satisfaction with treatment=good.
1
75 I was amazed and dehghted with the day hospital. The apt enveloping 
care is fantastic. I have not been so happy and content for years.
1
76 Memory management group provided refresher o f  useful methods. 1
77 Anti-dementia medication and memory management group. V eiy good, 
but medication made me very tired.
3
78 Would have like to be referred but nothing offered. I would like to be 
addressed to see i f  my memory has improved
2
79 Anxiety was my main problem and the doctor recommended relaxing 
meditation therapy and she kindly sent me written materials as she said 
she would.
1
83 Seem to have satisfied all the criteria regarding normahty o f  memory yet 
m y problem still remains.
2
84 Anti-dementia medication. Satisfied with treatment. 1
86 Very satisfied with memory management group 1
90 The tablets I took started o ff  all right but after a while the tablets started 
giving me cramp in my legs so I had to stop taking them. I am waiting 
to see what happens next.
2
91 I was impressed by my treatment by all the staff I encountered. Not only 
technically proficient but also by their courtesy and approach to me as a 
sensible adult.
1
92 Satisfied with treatment= very good 1
95 Am being sent for a brain scan in next two weeks 4
97 Very satisfied but decided to undertake the problems myself. 1
98 The medication gave no problems. 1
99 Very satisfied. 1
102 I found the anti-dementia medication was not fully explained i.e. exactly 
how it works on the brain; i f  it might affect other medication being taken 
in other health matters.
2
103 CPN input on a monthly basis. Excellent. 1
104 Medication did not have good effect on me. I loved the one meeting o f  
memory management group that I attended.
3
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Appendix 4: Confirmation of feedback to service
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Department of Psychology 
Clinical Psychology Training Course 
University of Surrey 
Guildford
19.05.03
Dear Colleague,
Re: Feedback on the User Satisfaction Survey of the Memory
Screening Service
I am writing to confirm that on Friday 13^ December, 2002 .
presented the results of the User Satisfaction survey to the Memory Scrœnrng 
Sendee Steering Group. The findings of the survey were well received and 
considered in discussions about the future of the service.
Yours faithfully,
Consultant Clinical Psychologist
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‘I’m not a panty-waisted man b n t A  Critical 
Discursive Psychological Approach to Fathers’ 
Participation in Systemic Psychotherapy.
July 2005 
Year Three
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Abstract
Title
T’m not a panty-waisted man but... A Critical Discursive Psychological Approach 
to Fathers’ Participation in Systemic Psychotherapy.
Objective
A critical research orientation was employed to investigate the ‘ideological dilemmas’ 
for fathers around their identity and the significance for paternal subjectivity of 
involvement in systemic psychotherapy.
Participants
Fathers were recruited who had been discharged from family therapy in the six 
months prior to the commencement of the research.
Design
The study was a qualitative design that employed an abbreviated form of critical 
discursive psychological analysis on the transcripts of five semi-structured interviews.
Research Focus
The research focused on the identification of particular repertoires of fatherhood and 
therapy that fathers drew upon in constructing their narrative of involvement in 
systemic work. The subject positions, made available to fathers through the use of 
these repertoires, were then considered in relation to any ideological dilemmas that 
the fathers could be read as managing through their discursive work.
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Analysis
The discursive work of participants was presented as being oriented around an 
ideological dilemma, created by the tension between the competing ideals of being a 
‘new’ and ‘traditional’ father. The repertoires of therapy drawn upon by fathers 
constituted affect-based and submissive subject positions that presented a challenge to 
the performance of dominant discourses of masculinity. Participants mobilised 
counter-discourses of masculinity but these required extensive discursive work and 
careful negotiation.
Conclusions
The relevance of the analysis for systemic theory and practice was developed and 
ethical and methodological problems discussed.
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1 Introducing the research
The aim of the research was to investigate the ideological constraints that limit the 
involvement of fathers in systemic psychotherapy. A ‘critical’^  research orientation 
was employed as it provided the conceptual tools necessary for an analysis oriented to 
such issues and a model of clinical practice that fore-grounded the need to engage 
with such questions. I will draw on critical psychology theory (Holzkamp, 1991; 
Burman, 1994), critical discursive psychological analysis (Edley, 2001) and models of 
critical praxis (Friere, 1975; Prilleltensky & Nelson, 2002) to structure the account of 
my research. The multiplicity of theoretical positions that employ the epithet 
‘critical’ may misleadingly suggest a consistency and coherency of a single paradigm. 
Whilst there are differences between the positions taken and assumptions held across 
critical scholarship, there are marked commonalities and shared influences that my 
thesis will attempt to draw out. I will endeavour to alert the reader to points of 
tension between these differing uses, but limitations of space preclude extensive 
examination. However, the term critical should not be understood in the sense of 
providing an objective critique. This has been problematised within contemporary 
systemic theory for implying an external, value-free, disinterested standpoint for the 
analyst (Flaskas, 2002).
Although the majority of fathers in the Britain either live with or have frequent 
regular contact with their children, fathers are regularly excused by clinicians from 
attending family appointments (Walters et aL, 2001). The introduction will focus on
 ^ Within the tradition o f critical discursive psychology single inverted commas are employed (and will be 
throughout this paper) to emphasise the constructed nature o f  that which they enclose and thereby problematicise 
their ontological status (Henriques et a l ,  1984).
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the constraints referred to in the literature that maintain fathers’ absence from 
systemic psychotherapy. The challenge for the systematic study of fathers’ 
involvement in therapy has been related to the issue of them being less available to 
researchers (Carr, 1998; Clarke & O’Brien, 2004). The challenge for a literature 
review is that there have been repeated claims that little has been written on 
fatherhood in relation to developmental psychopathology (Phares & Compas, 1992; 
Lamb, 2004; Vetere, 2004), systemic psychotherapy (Atkins & Lansky, 1986; 
Littlejohn & Breggin, 1994; O’Brien, 1990; Walters et a l, 2001) and the development 
of interventions that address the explicit needs of many fathers and their families 
(Burman, 1994; Long, 1997; O’Brien, 1988; Tamis-Lemonda & Cabera, 2002). The 
review will consider the literature in relation to the potential constraints on the 
involvement of fathers in family life and involvement in systemic psychotherapy. 
The contemporary British public policy context will be provided by an initial brief 
summary of recent developments.
The critical methodology employed in the study will then be presented through a brief 
sketch of its development within the discourse analytic tradition of British social 
psychology. The introduction will also review the literature on models of the practice 
of clinical psychology that highlight the importance of ideological questions and 
consideration of the operation of oppressive discourses, to which my analysis 
attended. This will provide a framework for assessing the applicability of the analysis 
to clinical practice, which I will present in a brief, concluding discussion. The 
account will be punctuated by reflexive comments as required by the prescriptions for 
a critical, qualitative psychology, with its emphasis on the need for researchers to
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ensure that the researcher’s subjectivity is “acknowledged, studied, interrogated and 
written about” (Kidder & Fine, 1997, p.40).
2 Introduction
2.1 Public policy context
The minimal focus on fatherhood and father involvement from European policy 
makers reflects the position in mainstream European family research (Lewis, 2002). 
Within Britain, policies affecting fathers have, to date, been formulated in response to 
political decisions and have not been based on research evidence, which is in sharp 
contrast to North American developments (Clarke & Roberts, 2002). The public 
policy focus in Britain over the past twenty years in relation to fathers has been in 
connection with the perceived unwillingness of fathers to maintain their families and 
the allied concern about anti-social behaviour of young men and their absent fathers 
(Lewis, 2002; Clarke & O’Brien, 2004). In relation to the former there was no 
analysis of the characteristics of absent fathers and their family circumstances before 
the introduction of the controversial child support legislation of 1991 (Bradshaw et 
al., 1999). These developments have focused on the responsibilities of fathers to 
support and guide their families and thereby reinforce traditional gender roles and 
draw on a ‘deficit perspective’ of fatherhood (Lewis, 2002). However there are some 
encouraging developments including government support for Fathers Direct, a 
national organisation established to directly support fathers and practitioners working 
with fathers and the Government’s fonnation of the National Family and Parenting 
Institute, set up to develop knowledge and understanding about the role of parents.
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The fact that Britain has the longest working hours for fathers in Europe has often 
been cited as a limiting influence on father involvement (Burgess, 1997). This has 
received some recent recognition in macro-economic policy through the Labour 
Government’s acceptance of two European directives on Parental Leave and Working 
Time. In summary, a shift towards supporting the child caring and bread-winning 
responsibilities of fathers has begun to emerge, although a preoccupation with the 
failings of fathers, referred to in the American context as ‘dead-beat or dead-broke’ 
dads, remains.
2.2 Constraints on theory
The concepts of the ‘new man’ and ‘new father’ have become common place, 
regularly found in media texts and everyday conversation (Billig, 1987). These 
concepts have further embedded the suggestion that men are becoming more involved 
in family life (Pleck, 1987). This ‘new father’ departs from his patriarchal 
predecessor through being sensitive, caring and centrally involved in child care and 
domestic labour (Lewis, 1986). However, evidence for such a shift in paternal 
involvement over time is problematic. First one needs to consider the nature of 
paternal involvement within the context of other social and technological changes 
(Lewis & O’Brien, 1987). It is especially difficult to measure changes in paternal 
involvement without considering the increase of women in paid employment, the 
greater number of single parent (especially single father) families and the variations in 
male unemployment (McKee & O’Brien, 1982). Secondly in relation to the extensive 
survey data on father-involvement in Britain the focus has tended to be on the gender 
division of domestic and paid work rather than from a ‘father-involvement’
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perspective (see 2.3 below). Nevertheless it has been shown that men’s involvement 
in child care has increased more than their contribution to other housework between 
1985-1995, whilst their appears to be a gender division of labour between wage 
earning, child care and domestic labour along more traditional lines (Gershuny, 2001). 
The reliance of such studies on clock times without contextual data on the meaning of 
time use for family members, oversimplifies the nature of family-employment 
negotiations for mothers and fathers (Pleck & Steuve, 2001). Mothers can be ‘gate­
keepers’ to fathers’ involvement and men often depend on the mother’s interpretation 
of what needs to be done (Backett, 1982). In addition, father involvement can work in 
part through the effect it has on the mother, and thus the satisfaction of the mother 
with the nature of the father’s involvement is also an important factor (Lewis et a l, 
1982).
Given that discussion of the ‘new father’ far outweighs the evidence, it seems 
necessary to consider the significance of the narrative of change in contemporary 
accounts. It has been argued that implicit in the notion of the ‘new father’ are 
assumptions that fathers have only recently been discovered by researchers and that in 
previous generations fathers were not involved in child-rearing (Lewis, 1986). 
However, as detailed above, there has been a stream of papers on fathers over the past 
fifty years that claim there has been little written on the topic. Secondly, family 
researchers throughout the past century have variously disregarded the father’s 
nurturant role (e.g. Bowlby, 1952; Winnicott, 1965) or regarded contemporary fathers 
as much more involved in family life than their historical predecessors (e.g Mowrer, 
1930 cited in Lewis & O’Brien, 1987). Scholarship by family historians has shown 
that there is nothing new about the nurturant and involved father who was evident in
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contemporary accounts of 18^ century (Gillis, 1995) and 19* century life (Burgess, 
1997). One of the problems with the debates about the ‘new father’ is that they serve 
to reify men, turning them into different types or categories of being. One is 
encouraged to see men as either new or retributive (Rutherford, 1988), or as 
‘traditional’, ‘good’ or ‘new’ (Pleck, 1987). Yet it has been suggested that it may 
prove more useful theoretically, to recognise these descriptions as competing cultural 
ideals, providing a range of arguments about how men and fathers should be (Billig, 
1991; Edley & Wetherell, 1999).
2.3 Constraints on research
In fatherhood research in the 1970s and 1980s there was an underlying rejection of the 
‘mother-focused’ research paradigm that was embedded in social scientific enquiry 
into family relations (Clarke & O’Brien, 2004). This ‘mother-focused’ research 
paradigm has been attributed to dominant interpretations of attachment theory in 
Britain (Burman, 1994). This reading of attachment theory served to emphasise the 
traditional bifurcation of gender roles where the mother is positioned as primary 
caregiver, with everyone else by implication falling in to the category of stranger 
(Burgess, 1997). In spite of empirical research that suggested that infants formed 
attachments to more than one person and that they can be equally attached to their 
fathers (Schaffer & Emerson, 1964), the basic assumption of the peripheral role of 
fathers was sustained (Munn, 1991).
A central concern within the developing father-involvement literature was that 
“fathers should not be regarded as merely alternative mothers” (Richards, 1982, p57).
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The former research on fatherhood was characterised as employing a deficit 
perspective, whereby a mother template was adopted that fathers persistently failed to 
match (Palkovitz, 1997). Thus the initial focus within ‘father-involvement’ research 
was on detailed observation, supported by maternal and paternal report, of paternal 
interactions vrith children (Palkovitz, 1997). On the basis of this empirical work, 
paternal involvement began to be conceptualised in terms of engagement, 
accessibility and responsibility (Lamb et a l, 1987). This conceptualisation 
recognised the inherent complexities and different levels of family life and moved 
beyond unidimensional characterisations of fathers as breadwinners or as persons who 
were dichotomously absent or present (Lamb, 2004). This broadened the focus to 
include consideration of indirect paternal influence (exemplified above in 2.2). 
Fathering, from this perspective, does not take place in isolation but occurs in 
interaction with mothers and children in increasingly diverse sets of family alliances 
and household contexts. For example, it has been found across Anglo-Saxon 
countries that fathers tend to specialise in play, whereas mothers specialise in care- 
taking and nurturance, especially in relation to infants (Lamb & Lewis, 2004). In 
absolute terms, most studies suggest that mothers play with their children more than 
fathers, but because play (particularly boisterous and emotionally arousing play) is 
more prominent in father-child interactions, paternal playfulness and relative novelty 
may help make fathers especially salient to their children (Lamb et a l, 1983). This 
enhanced salience may increase fathers influence more than one would expect based 
on the amount of time they spend with their children.
However, this research was criticised fi*om a feminist perspective on the grounds that 
the experience of fathering should be considered within the context of the social
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institution of fatherhood and the more general divisions of power between the sexes 
(Burman, 1994). It has been suggested that fatherhood encourages a consolidation 
and development of men’s position in the public sphere of work and allows freedom 
from domesticity, in particular the repetitive aspects of housework and child care 
(Lewis & O’Brien, 1987). The resilience of the ‘father as breadwinner’ ideal, even in 
times of economic recession, needs to be recognised and has been shown in studies of 
male unemployment (McKee & Bell, 1985). In most societies material provision is 
the embodiment of male parenting and accrues fathers their privileged status, 
authority and access to resources relative to women (Pollock & Sutton, 1985). Thus 
the ‘breadwinner’ role with its distant location has been identified as potentially 
serving to maintain patriarchy. This distance has been theorised as a product and 
catalyst for the economic expansion of the industrial revolution (Burgess, 1997). This 
marxist form of analysis has been framed in terms of the need to develop an alienated 
work force for the new factories and foot soldiers for imperial wars, which required 
men being distant from their emotional, domestic selves. It is noticeable in 
contemporary accounts of early industrial life in Britain in the 15* and 16* centuries 
that fathers’ involvement in child-care had not been problematised, and was expected 
(Lupton & Barclay, 1997). Pollock & Sutton (1985) further suggest that the voluntary 
child-care participation of contemporary fathers serves to accentuate gender divisions 
through allowing fathers to select their tasks, leaving mothers with the rest. In this 
way patriarchy presents a paradox for any father, in that whilst he may be the ‘head’ 
of the family, he is constrained from being a central character within it.
The link between gender stereotypes such as the traditional father and the 
maintenance of male dominance in gender power relations remains a key insight from
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the feminist influence on fatherhood research. This begins to explain why, in spite of 
all the current rhetoric discussed above about the ‘new father’, popular culture 
remains replete with images of distant, hapless or bullying fathers with their 
guarantees of the maintenance of the status quo in terms of the gendered distribution 
of power. Hence, we have the father as the incompetent, accidental childminder in 
Jack and Sarah, the sinister father of Wisteria Lane in Desperate Housewives and the 
negligent child minder in a popular children’s game (see appendix 1). However, more 
recently there has been some criticism of the influence of feminism on British 
fatherhood research in that gender equity issues have tended to dominate the research 
agenda. This stands in contrast to North America where more holistic approaches to 
fathering with its diversity of styles and multiple dimensions developed (Clarke & 
O’Brien, 2004).
2.4 Constraints on Fathers
A consistent finding across the increasing data on paternal involvement is the 
significant variation that exists both within and between fathers (Lamb, 2004). This 
heterogeneity and context dependency of paternal roles (Marsaglio, 2002) has been 
identified as creating uncertainty for men in how to adapt to parenthood in contrast to 
their partners who are seen as having more clearly defined responsibilities (Burgess, 
1997). Within North American fatherhood research, there has been a recent growth 
of interest in paternal subjectivity alongside calls for more discourse analytic work on 
fatherhood that can “assesses the competing socio-cultural forces contributing to the 
construction of fatherhood” (Marsaglio et a l, 2000, p. 1178).
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Within British social psychology, a form of critical discursive psychological analysis 
has been developed to investigate the contested nature of male subjectivity (Edley & 
Wetherell, 1996). Within this literature gender identities are not considered as 
expressing an inner core of selfhood, but rather as an interactional accomplishment 
(Butler, 1990). From this perspective masculinity is not seen as something that men 
are bom with or something they actually become but as a something that is 
accomplished in the course of social interaction (Lupton & Barclay, 1997). Thus 
when conceptualising practices typically associated with masculinity such as repeated 
conversations about the minutiae of football statistics or emotional inexpressiveness, a 
discursive approach would consider masculinity as a consequence rather than a cause 
of such practices.
Masculinity as a set of discursive practices informs the way men speak, feel and think, 
but it is important to consider that according to discursive approaches to gender, many 
of these practices become so thoroughly routinised and automatic that men and 
women often mistake them for nature (Edley, 2001). Within critical discursive 
psychological approaches to gender (see 2.6.4 below) language users are 
conceptualised as employing a repertoire of gendered terms, provided for them by a 
history that has preserved male dominance in gender power relations (Edley & 
Wetherell, 1996). Although language culture provides a range of ways of 
constructing masculinity, some constructions become culturally dominant or 
hegemonic (Gramsci, 1971). That is, they assume the status of facts, becoming part 
of our sedimented common sense and thereby serve to maintain the established order. 
Critical discursive psychology has been employed to demonstrate, using the empirical 
data of interviews and focus groups, the contested nature of male subjectivity and the
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dilemmas for men when considering their position as fathers (Edley & Wetherell,
1999).
2.5 Clinical Constraints
2.5.1 Systemic Psychotherapy
Systemic therapy explores connections, networks of relationships and communication 
patterns between individuals and their beliefs that give meaning to behaviour. 
Contemporary systemic theory is heavily influenced by developments in social 
constructionist scholarship (Flaskas, 2002) where the patterns, rules and 
developmental stages employed to describe families are considered to have a 
prepositional or ‘as i f  quality. Thus they are not considered objective descriptions of 
reality but of more or less utility in supporting a family through the process of change 
(Dallos & Urry, 1999). Conversations about systemic therapy as social construction 
do not advocate a particular method but rather a way of talking about therapeutic 
process.
The behaviour of each family member can be understood as resulting from the 
reciprocal pattern of interactions that connects all family members (Carr, 2000a). 
Systemic therapy draws on the concept of circular causality, whereby problematic 
behaviours typically occur within the context of repetitive interactional patterns where 
a person’s actions are considered as the effects and causes of other peoples actions 
(Vetere & Dallos, 2003). Systemic theory has also drawn on the concept of family 
life cycles to understand the challenges and resultant difficulties faced by families
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over time (Carter & McGoldrick, 1989). Each life cycle stage presents family 
members with different functions and roles in relation to one another and thus 
transitions between stages may require the realignment of relationships. The 
presenting issues can be understood in the context of transitional challenges. For 
example, low mood in a child can be seen as consequence of functioning in a family 
that prevents completion of age appropriate developmental tasks (Carr, 2000b). 
Therefore, the task of therapy is to engage families in a process that supports the re­
establishment o f ‘developmental momentum’ (Vetere & Dallos, 2003).
Systemic practice has been influenced by ideas from narrative therapy that 
conceptualise the stories people tell about their experience as being the primary 
resource for making sense of situations and guiding actions (Carr, 2000b). This 
approach seeks to engage clients in the construction of alternative narratives that gives 
recognition to their competencies and resources that have been sidelined by the 
oppressive discourse that can dominate in our culture (White & Epston, 1990). 
Consistent with this position is the systemic understanding of the role of the therapist 
as a temporary member of the system who engages the family in different kinds of 
conversations. This serves to perturb the system and thereby create conditions in 
which the family may construct a new story for themselves (Cecchin, 1987). Thus, 
the therapist does not take an expert role employing a set method, but one as 
participant manager of therapeutic conversations to stimulate alternative ways of 
thinking and acting. In this way systemic work has developed a close relationship 
with critical psychology, and has been referred to as a critical discursive form of 
psychotherapy (Parker, 1999b )
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There is a growing ‘evidence-base’ for the effectiveness of systemic psychotherapy 
(Stratton, 2005; Carr, 2000b). This is significant given the critical approach to the 
notion of evidence-based treatments within the systemic literature (Pinsof & Wynne,
2000). However, this dynamic within systemic theory has lead to the development of 
innovative techniques in evaluating outcomes and researching process. In 
investigating issues relating to process and the development of a micro-therapy 
theory, discourse analytic methodologies have been employed to consider the 
enactment of theoretical premises by therapists and the consequences for clients 
through the analysis of session transcripts (Roy-Chowdhury, 2003). In reviewing the 
literature on process research in the systemic field, Vetere & Dallos (2003, p. 101) 
concluded that, “we need more research to address how family members themselves 
construe their experiences in therapy”.
2.5.2 Paternal attendance
Research evidence suggests that when there are relationship problems in presenting 
families, it is often mothers rather than fathers who make the initial approach to the 
agency (Lutz & McBride, 2004). Fathers have been described as disengaged or 
peripheral in the individual psychotherapy literature (Solomon, 1982), family therapy 
literature (Carr, 1995) and child welfare literature (Greif & Bailey, 1990). Men and 
fathers are relatively absent in other health related settings including family planning 
centres (McLanahan & Carlson, 2004) and ante-natal classes (Lewis, 1986). The 
systemic literature, in my opinion, has tended to focus on why fathers are often not 
present for sessions, how fathers can be more engaged in therapy and what impact 
father attendance has on outcomes. This focus has tended to eclipse consideration of
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the significance for paternal subjectivity of involvement in systemic work, although 
the influence of ‘user-friendly’ family therapy practice (Reimers & Treacher, 1995) 
has begun to redress this balance.
The tension between paternal involvement and paternal control has been evident in 
some of the early feminist critiques of systemic work (Hare-Mustin, 1981; O’Brien, 
1988). This included a critique of how interventions within structural theory 
(Minuchin, 1974) tended to reinstate paternal dominance within gender power 
relationships in the family through the therapist modelling the male executive 
function, controlling the session and forming alliances. However, subsequent work 
has tended to reframe this debate in terms of how the therapeutic use of self can have 
a creative function in working with families (Flaskas, 2002; Goldner, 1985; Minuchin, 
2004). As Goldner (1985, p.45) suggested, “A male therapist telling a father to shape 
up can be seen as a rude awakening, a female therapist with the same message can be 
just another nag”.
The absence of fathers in clinical work has been theorised as being a consequence of 
expressive norms associated with conventional ‘western’ masculinity that proscribe 
articulation of familial or marital problems in the public domain (O’Brien, 1988; 
Solomon & Levy, 1982). However, such theorising tends to conflate the categories of 
‘man’ and ‘father’. This is intuitively plausible, but the evidence for this sort of 
generalisation has still to be developed. There is some evidence that both mothers 
and fathers tend to assume the normative prescription of the mother as child-care 
expert and specialist in consulting with health professionals in relation to the health 
concerns of their children (Kerr & McKee, 1981). It has been found that men are less
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likely than women to interpret symptoms of dysphoria and mild anhedonia as signs of 
emotional problems and consequently are less likely to seek professional support 
voluntarily (Kessler et al., 1981). Furthermore, there is psychophysiological evidence 
suggesting that men tend to be less attentive to certain bodily states and 
proprioceptive changes than women (Pennebaker, 1982 cited in O’Brien, 1988).
The nature of therapeutic institutions and the therapists they contain have been 
considered in relation to their constraining effects on paternal involvement. This 
work has been heavily influenced by psychoanalytically-oriented therapists whose 
conceptual tools have had a greater impact on systemic practice in Britain compared 
to the United States (Flaskas, 1997). It has been suggested that therapists might share 
the cultural beliefs of some of their male clients that the articulation of concerns about 
their family would be indicative of vulnerability and femininity (O’Brien, 1990). As 
Atkins and Lansky (1986, p. 183) stated:
Shared social values surrounding masculinity can generate conflicts around a 
man’s more feminized past, rendering a father anxious and/or hostile toward a 
treatment situation he sees as passive or as inflicting passivity or 
powerlessness, or as dominated by women or ‘affected, panty-waisted men’.
In the course of therapy male clients are theorised to project these feelings onto their 
therapists and so in turn endure a debilitating institutional countertransference (Atkins 
& Lansky, 1986). It has been reported that some therapists feel discomfort about 
working with men (Kirschner et a l, 1982). Frosh (1992, p. 163) described 
masculinity as intruding “upon the therapeutic process, never advancing it”.
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As far as fathers are concerned it has been found that challenges to attendance 
included transgression of the normative assumption that mothers take responsibility 
for child care and the clash of men’s work-related responsibilities with clinic times 
(Bennun, 1989). This latter problem has been cited as an example of institutional 
resistance to father attendance alongside the fact few clinics supply male appropriate 
reading material in their waiting rooms and intake procedures and forms are more 
often directed towards the mothers of child clients (Hecker, 1991). However, a recent 
study has shown that working hours and family beliefs about gender roles may not be 
as important predictors of paternal attendance as fathers’ relationships with their 
current partner and with their own fathers (Walters et al., 2001).
2.5.3 Paternal engagement
Potential gender differences in the receptivity to particular therapeutic intervention 
techniques has also been investigated. It has been found that men reported lower 
levels of satisfaction than women with non-directive styles of marital counselling, 
preferring more structured advice giving or goal setting (Brannen & Collard, 1982). 
Other research has suggested that husbands and fathers who persist in counselling 
begin to recognise the value of a more exploratory approach (Hunt, 1985 cited in 
O’Brien, 1988). In the study referred to above, Bennun (1989) also found that fathers 
find it easier to engage with a therapist when they feel that their family is viewed 
positively by that therapist. It has also been pointed out that the gendered 
assumptions held by therapists will inevitably impact on their attitudes to fathers in a 
potentially promoting or inhibiting way (Ferholt & Gerwitt, 1982). Vetere (1992) has
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emphasised the importance of therapist reflection on how ideas about gender 
differences are based on sexist stereotypes and how gender stereotyping affects the 
whole family system including the therapist. In the systemic literature there has been 
no shortage of suggestions for how fathers might be engaged, with Hecker (1991) 
providing twenty-one specific suggestions including clarity of expectance of fathers’ 
involvement from the outset and normalising the lack of enthusiasm for family 
therapy on the part of the father. There has been no systematic audit of the 
effectiveness of these techniques and my own placement experiences are suggestive 
of their limited implementation.
2.5.3 Father involvement and outcomes
The significance of paternal attendance had been considered in relation to outcomes in 
therapy. It has been found that fathers tend to be the least enthusiastic member of 
families who drop out of therapy and the most enthusiastic in families that continue 
(Schapiro & Budmaa, 1973; Bischoff et al., 1993). Whilst Carr (1998) states that 
father involvement has consistently been shown to enhance the effectiveness of 
family therapy, Littlejohn & Bruggin (1994) take a more equivocal position in 
relation to the conclusions that can be drawn from the outcomes literature. These 
differing conclusions may, in part, relate to contrasting outcome measures employed. 
Yet the clinical relevance of this debate has been challenged. First, it has been 
questioned whether the simple presence or absence of fathers could predict something 
as multiply determined as treatment outcome (Atkins & Lansky, 1986). Rather it has 
been suggested that unsuccessful treatment may result from the therapist’s failure to 
make use of any difficulties surrounding paternal involvement in a clinically
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meaningful way. (Atkins & Lansky, 1986). Secondly, from the perspective of 
debates concerning ethical theory within the systemic literature, Dienhart & Dollahite 
(1997) have drawn on the moral philosophy of Levinas (1985) in developing a 
systemic approach to clinical work promoting generative fathering. This moral theory 
fore-grounds each human being’s ethical obligation to respond to the needs of ‘the 
other’, even at personal loss. Thus, morality is not a set of principles that one applies 
to particular contexts like a set of guidelines, but rather is an obligation generated by 
being with another person. Thus, supporting paternal generativity through 
engagement in clinical work becomes cast not as a decision based on the empirical 
evidence, but rather as an ethical obligation (Dienhart & Dollahite, 1997).
2.6 Discourse analysis
Discourse analysis refers to a diverse range of analytic approaches across sociology, 
cultural studies and social psychology (Wetherell, 2001). These approaches take a 
critical stance in relation to how language functions, rejecting traditional 
psychological scholarship that has been considered to conceptualise language as 
reflecting psychological and social reality (Potter & Wetherell, 1987). In contrast, 
discourse analytic approaches emphasise how ‘social reality’ is linguistically 
constructed through the use of discourses. Discourse has been defined as a system of 
statements that construct an object (Parker, 1992). In constructing that object, 
particular discourses provide distinct subject positions for the language user 
employing them (Hollway, 1989). Discourse analysts have also focused on the action
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orientation of discourse, which is the function a particular construction serves in the 
interactional context (Edley, 2001).
2.6.1 Types of DA
Within the family of discourse analytic approaches over the past twenty years, two 
predominant forms have emerged as increasingly influential within British social 
psychology (Coyle, 2000; Willig, 2001). These have been referred to as discursive 
psychology and Foucauldian discourse analysis that respectively take a more fine­
grained or more global form of analysis. The bifurcation between two analytic 
schools within the literature on discourse analysis, which is developed below, may 
obscure the many similarities they share (Parker 1997). However, in recent years, 
what has been referred to as critical discourse analysis has emerged, in which attempts 
are made to combine the two approaches (Coyle, 2000; Edley, 2001; Edley & 
Wetherell, 1996, 1997; Wetherell, 1998; Wethrerell & Edley, 1998). Significantly for 
this project, this latter approach has been largely developed within the context of 
research concerned with gendered identities and subjectivities.
2.6.2 Discursive Psychology
This approach was grounded in conversation analysis (Garfinkel, 1967), 
ethnomethodology (Sacks, 1992) and the sociology of scientific knowledge (Gilbert 
& Mulkay, 1984). The discursive psychological approach and its respective theorists 
have been presented as concerned with the identification of rhetorical strategies or 
features within discourse and the functions these features might serve for language
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users in local interactional contexts (Edwards, 1997; Potter, 1996). The significance 
of context in the interpretation of talk and the theorising around context within 
discursive psychology tends to be limited to the local context (as evidenced through 
the talk) with less emphasis on the significance of broader cultural and social context 
(Wetherell, 1998).
2.6.3 Foucauldian discourse analysis
This approach has its roots in post-structuralist theorizing (Willig, 2001) where 
‘discourse’ is constructed as historically and culturally emergent structures of 
language use and where some employments of discourse become more stable and 
pervasive than others at an individual and cultural level (Foucault, 1970). Foucauldian 
discourse analysis was developed in response to concerns raised about the inability of 
discursive psychology to sufficiently engage with issues of ideology, power relations 
and social politics. This was related to its reluctance to shift its focus from the local 
interactional context to consider more macro-textual accounts of the functions served 
by the employment of particular discursive resources (Parker, 1992). Foucauldian 
discourse analysis is focused on the identification and interplay of discourses within a 
particular text'^  (Willig, 2001). Foucauldian discourse analysis has also drawn on 
positioning theory (Davies & Harré, 1990; Harré & Moghaddam, 2003) to theorize 
about the ways in which particular ‘subject positions’ are constituted through 
mobilisation of a particular discourse. Subject positions are considered to be 
potentially fleeting, temporaiy or more stable (depending on micro- and macro- 
contextual factors) and bring with them rights and obligations for the language user
Within the discourse analytic literature text can refer to written, spoken or pictorial data (Parker, 1999a).
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who occupies them. Thus, from this perspective, identity is seen as the totality of 
subject positions (Edley, 2001) and therefore, in line with theorising from cultural 
anthropology (Geertz, 1993), identity is seen as fragmented. Once taken up, a subject 
position can limit or provide opportunities for particular kinds of discursive work 
(Davies & Harré, 1990). Speakers are conceptualised to be able to take up or resist 
subject positions as well as position others through what is referred to as ‘interactive 
positioning’ (Davies & Harré, 1990). Through consideration of the shifting subject 
positions and the ‘ways of being in the world’ that they offer, discourse analysts in 
this tradition have sought to explore the relationship between discourse and 
subj ectivity (Willig, 2001).
In this framework attention to the functions of discourse is radicalized through 
Foucault’s account of power. Dominant discourses are conceptualised as those that 
privilege particular versions of reality that allow the maintenance of existing power 
relations and social structures (Foucault, 1982). These discourses have come to be 
thought of as ‘common sense’, providing ‘winning arguments’ that can not be 
challenged (Edley & Wetherell, 1999). However, discourse analysts recognise the 
operation of ‘counter discourses’ that offer a contrasting position to the dominant 
perspective. Thus, power can be understood as shifting within a specific interaction 
as subject positions are taken up and resisted.
2.6.4 Critical Discursive Psychology
This approach has been developed to integrate the two main traditions considered 
above and thereby respond to criticism of both approaches. Within the context of
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research on gender, where this critical discursive psychological approach developed 
(Edley, 2001; Edley & Wetherell, 1996, 1997; Wetherell, 1998; Wethrerell & Edley, 
1998), a key debate has been around the theorising of language users as the producers 
(as in discursive psychology) or as the products of discourse (as in Foulcauldian 
discourse analysis). Within critical discursive psychology a‘two-sided’ approach is 
considered to best capture the paradoxical relationship between discourse and the 
speaking subject (Edley & Wetherell, 1999). This position is closely allied to the 
post-structuralist stance where people are seen as the masters and slaves of language 
(Barthes, 1982). This more integrative approach can defend against the challenge to 
discursive psychology of failing to acknowledge the ideological power of discourse 
and the challenge to Foucauldian discourse analysis of presenting an account of 
discourse determined subjects without sufficient attention to the local interactional 
context. One of the central aims of critical discursive psychological approaches is to 
analyse the process of normalisation and naturalisation that occurs through 
employment of hegemonic discourses and to enquire about whose interests are served 
by different discursive formulations (Edley, 2001).
Within critical discursive psychology the concept of ‘interpretative repertoires’ (taken 
from discursive psychology) has been employed to do the same explanatory work as 
the post-structuralist concept of discourses. Both concepts invoke the idea of 
distinctive ways of talking about objects and events in the world. However 
interpretative repertoires have been conceptualised as less monolithic than discourses, 
placing more emphasis on human agency within the flexible deployment of language 
(Edley, 2001). Thus interpretative repertoires will be conceptualised as much smaller
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and more fragmented than discourses, ofrering language users a range of discursive 
possibilities.
Thus, the focus of analysis is both the identification of ‘interpretative repertoires’ 
(Potter & Wetherell, 1987) within the talk of speakers in interaction and the subject 
positions these afford and also the rhetorical strategies that language users employ to 
develop their accounts (Wetherell & Edley, 1999). Critical discursive psychology 
also draws on the concept of ‘ideological dilemmas’ taken from rhetorical psychology 
(Billig et a l, 1998). This concept was developed from the distinction between 
‘intellectual ideologies’, which were coherent sets of ideas that served to represent the 
domination of ruling classes as natural and ‘lived ideologies’ which referred to the 
beliefs, values and practices of a given culture. However these latter lived ideologies 
are characterised by inconsistency, fragmentation and contradiction (Billig et al., 
1998). This concept draws on the idea that ideology constitutes individual 
subjectivity through a process of subjectification, whereby people are subjected to and 
have their identities constructed by ideology (Althusser, 1971). The contested nature 
of lived ideologies create dilemmas for the subject positions they afford (Billig et al.,
1998).
2.7 Critical Psychology Praxis
2.7.1 Tecne and Praxis
The concept of ‘praxis’ was developed within critical theory and was concerned with 
resisting traditional forms of injustice alongside new forms of domination and
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corruption that are unique to modem technological society (Richardson & Powers, 
1997). Habermas (1973) distinguished between the greek concepts of tecne and 
praxis (roughly translated as technology and culture). He suggested that modem 
society is based on a destmctive confusion between these concepts. This confusion 
tends to collapse the cultural and moral dimensions of life in to merely technical and 
instrumental issues (Habermas, 1973). The valorisation of the technological approach 
to contemporary dilemmas, thereby ensures that the relationship of theory to praxis 
can only assert itself through the rational application of techniques guaranteed 
through empirical verification. The dominance of this instrumental approach 
undermines our ability to evaluate the worth of ends on any other basis than that they 
were preferred or desired (Richardson & Powers, 1997). This rejection of a values- 
based approach leads to a paradox at the heart of the modem TiberaT approach to 
knowledge (Horkheimer, 1974). Through advocating a neutrality toward all values as 
a way of promoting basic values of liberty and tolerance, there is nothing to prevent 
that neutrality from eventually eroding those basic values as well. To over simplify 
the point, the rejection of taking a values-based position, is still, in fact to take a value 
based position and one that is likely to maintain the status quo of power relations^.
2.7.2 Models of Critical Psychology Praxis
Following Habermas (1973), critical psychologists endeavour to restore a sense of 
being embedded and contextualised in a historical culture or praxis (Nightingale & 
Neilands, 1997), but they would reject his attempt to define a universal standard or 
procedure for critically evaluating our values and practices. Within critical clinical
 ^A  parallel point in the history o f  critical psychology has been the criticism that it is political. A response to this 
charge has similarly been to claim that saying the practice o f psychology is not political, is a political statement 
(Harper, 2005).
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psychology, praxis has come to be understood as critical reflection and action upon 
the world in order to transform it (Prilleltensky & Nelson, 2002). Thus, praxis is not 
about the professionalised and decontextualised application of psychological 
techniques to individual problems, but rather about being in a social world of 
oppressed individuals, groups and communities and working collaboratively with 
them to create change. Heavily influenced by the radical pedagogy of Friere (1970, 
1975), critical psychology has highlighted the importance of ‘conscientization’. This 
refers to the process of engaging others in a dialogue that seeks to facilitate an 
insightful awareness of the psychological and socio-cultural circumstances oppressing 
them (Prilleltensky & Nelson, 2002). This has clear links with contemporary 
influences on systemic therapy, for example the emphasis on externalisation and 
deconstruction of dominant and oppressive discourses (White & Epston, 1990). In 
developing a provisional model of what critical psychology praxis might look like, 
Prilleltensky & Nelson (2002) have made transparent the values on which practice 
could be based and identified three key elements:
• Collaborating with marginalised groups
• Critical reflection on how our own practice maintains social inequality
• Forming collaborative partnerships with community members, colleagues and 
other potential allies to resist injustice and develop networks of support for 
social change.
This last point is central to the project of critical psychology. The alliances, which are 
sought out, aim to accomplish the two Freirian goals of critique and visioning (Freire, 
1970). In this tradition critique is understood as the act of recognising and naming 
injustice, whereas visioning is the practice of hope, desire and social change.
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2.8 Reflexive comments
I find my alliance with the critical approach is not related to technical questions of 
effectiveness but due to, without wanting to sound self-righteous, an intention to 
sustain a particular ethical position in relation to my practice. I suppose this is related 
to my position as a lapsed but committed libertarian socialist and my background in 
youth and community work. The significance of the latter was in my training in 
Britain that was based on a model of the practitioner as an agent of social change and 
my practice in Latin America and Palestine where colleagues, who lacked the 
protection of a British passport, were constantly under threat of arbitrary arrest and 
detention on account of their position as a practitioner. In positioning myself within 
this tradition, it is likely that I may have become blinded to its limitations and critical 
psychology’s partial and provisional account has been reproduced as dogmatic 
assertions in my hands. I will endeavour to consider this issue in my discussion. 
However, throughout this portfolio, I have attempted to develop a critical approach to 
canying out and reflecting on my practice. Through the feedback from tutors and 
supervisors I hope to refine its employment in my academic work and develop my 
sensitivity to its relevance to day-to-day clinical practice.
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3 Aims of study
3.1 Development of research questions
Having delineated a research focus on the constraints that maintain fathers’ absence 
from family therapy, the review of the limited but theoretically rich literature 
identified the following lacunae:
• empirical work to investigate how competing ideals of fatherhood impact on
the construction of paternal identity and
• research to address how family members (in particular fathers) construe their 
experiences in systemic psychotherapy
On the basis of the literature review and my aspiration of developing a critical
research orientation, the project aimed to investigate the following research
questions:
• What repertoires of fatherhood do fathers employ in the construction of 
paternal identity?
• Do the subject positions constituted through the use of the repertoires of
fatherhood generate ideological dilemmas for fathers? If so, how are these
managed by fathers who have completed systemic psychotherapy?
• What subject positions are made available to fathers through their employment 
of repertoires of therapy?
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• What ideological dilemmas do these subject positions create for their 
performance of masculinity and how are these managed?
• How useful is discourse analysis for critical clinical psychology praxis?
3.2 Selection of qualitative methodology
The selection of a qualitative methodology was required by the exploratory nature of 
the research questions, its utility in theory development (Henwood & Pidgeon, 1992) 
and the fact that they offer, “a démocratisation of enquiry into the therapeutic process, 
in which the participants’ and therapists’ views are considered as equal” (Roy- 
Chowdhury, 2003, p. 81). I considered critical discursive psychology as the most 
appropriate methodology for the analysis for the following reasons. First, it provides 
the conceptual tools necessary to engage with the particular research questions. 
Secondly, given the social constructionist epistemology on which it is based, it is able 
to satisfy the suggestion that systemic psychotherapy research should employ 
analytical tools that are congruent with systemic theory (Roy-Chowdhury, 2003). 
Harper (1994) has noted that methodological choice is essentially a tactical one driven 
by the topic and potential audiences for the research. In relation to the topic under 
investigation, critical discursive psychology has been shown to be a powerful tool in 
the analysis of gender (Edley & Wetherell, 1997).
3.3 Selection of method of data collection
Critical discursive psychological approaches to research on issues relating to gender 
have tended to employ focus groups that enable statements to be challenged.
189
developed, undermined or qualified (Wetherell & Edley, 1999). This allows analysts 
to ask questions about the way claims are justified and about how participants jointly 
construct meaning, alongside providing a more naturalistic form of talk (Willig, 
2001). However, I decided to employ semi-structured interviews as the method of 
data collection. First, it has been suggested that focus groups may not be appropriate 
for sensitive topics where participants may disclose intimate aspects of their 
experience (Willig, 2001). This seemed highly pertinent to this study given that 
participants were likely to discuss what brought them into therapy and the experience 
of that intervention. Secondly, given the challenge to recruit fathers for research 
(Clarke & O’Brien, 2004; O’Brien, 1988), the logistics of convening a group of hard 
to reach participants seemed significantly problematic. Within social constructionist 
research the aim of the interview is not to elicit ‘accurate’ responses but rather to 
encourage the display of a wide range of discursive resources and practices, and , in 
particular, the variability that is inherent in those discourses. It has been suggested 
that interview formats should allow participants to return to similar issues on multiple 
occasions and that when claims are made it is important to generate a context in 
which they require justification and active resistance to alternative accounts (Potter & 
Wetherell, 1987).
3,4 Sample size
Within discourse analysis the issue of what constitutes a sufficient sample size stands 
in contrast to quantitative work. In relation to quantitative research, there is a concern 
with the need for a sufficiently large, random sample to justify generalisability of the 
findings. Within discourse analysis, however, the focus is on the ways that
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participants construct accounts, the kinds of rhetorical resources they use and the 
functions that those constructions serve. The aim is not to warrant claims about how 
commonly a particular rhetorical device or discursive strategy is used. Discourse 
analysts have tended to draw on the concept, from grounded theory, of saturation 
(Gill, 1992). Saturation refers to a point when the interviews cease to generate any 
new material in terms of the discourses being invoked and the subject positions 
thereby constituted.
4 Method
4.1 Initial procedure
The initial part of the research consisted of the following stages :
(1) The research questions were developed following a review of the 
literature, discussions with my research supervisor and reflection on my 
clinical practice and interests.
(2) Ethical approval for the research was obtained from the relevant NHS trust 
ethics committee and the University of Surrey (see appendix 2).
(3) With the support of my field supervisor, five family therapy clinics were 
identified and 49 potential participants were proposed by clinic staff.
(4) Five participants were recruited by mail (see appendix 3).
(5) A semi-structured interview schedule was developed and modified 
following feedback from my research supervisor and another trainee 
clinical psychologist. The interview schedule was piloted in the first
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interview (see appendix 4). Throughout the process of conducting the 
interviews the schedule was revised and adjusted. In none of the interviews 
was the structure of the schedule rigorously followed in line with the 
recommendations discussed above (see 2.2).
(6) All five interviews were digitally recorded using lapel microphones.
4.2 Participants
Five interviews ranging from 72 to 115 minutes in length were carried out with five 
fathers who had completed family therapy. Their ages ranged from 39-42 years and 
all had stayed on at school until the age of 15 years. Three participants had two 
children, one had three and the other had two children and two step children with 
whom he lived. All had been discharged from family therapy clinics within the 
previous six months. Further details about the participants can be found in appendix 
5.
4.3 Transcription
The taped interviews were transcribed and rigorously checked for accuracy. The 
notation employed is outlined in appendix 6. The question of how much detail to 
include in a transcript has been debated in the discourse analytic literature (Potter & 
Wetherell, 1987). I employed a ‘simple’ level of verbal transcription (Harper, 1994) 
on the pragmatic grounds of the time limitations for completing transcription. 
Furthermore, it was only necessary to include a sufficient level of detail as would be 
covered in the analysis and enable the presentation of transcripted material in as
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accessible a form as possible. The transcripts were anonymised and all names and 
identifying details changed (see appendix 7 for a sample transcript).
4.4 Analytic strategy
An abbreviated form of critical discursive psychology (see 2.6.4) was employed in 
this study. This process involved repeated reading of those sections of the transcripts 
that allowed engagement with the research questions, that is where the talk focused on 
fatherhood or family therapy. Then a form of thematic coding, derived from the first 
stages of interpretative phenomenological analysis (Smith, 1996), was employed to 
identify the themes associated with particular narratives of fatherhood or therapy 
developed in the interviews. These themes (e.g. the ‘new’ father) were 
conceptualised as interpretative repertoires (Edley, 2001) that fathers deployed in 
constructing their accounts. The analysis was attentive to the discursive features that 
served to make participants’ accounts more persuasive and to the subject positions 
(Davies & Harré, 1990) made available to the speaker through the use of a particular 
interpretative repertoire. Hypotheses were then formulated and reformulated about 
what might be achieved for the speaker, in employing a particular construction, within 
the context of the interview. The data was recursively read to identify any tensions or 
ideological dilemmas (Billig et a l, 1988) between the subject positions afforded to 
participants. The analysis paid close attention to the discursive strategies and 
rhetorical devices employed in the negotiation and management of those dilemmas. 
The process of analysis is summarised, with examples, in appendix 8.
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4.5 Quality checks on research
The criteria of reliability and validity appropriate to the evaluation of quantitative 
research are inappropriate for assessing discourse analysis, since the social 
constructionist framework precludes resource to the objectivity assumed by these 
criteria (Willig, 2001). Within discourse analysis, the method of reporting analytic 
studies has provided a useful means of evaluating them. In the literature the following 
criteria have emerged:
• Its coherence and the development of a clear narrative (Coyle, 2000; Potter & 
Wetherell, 1987).
• The persuasiveness of the account (Harper, 1999).
• The extent to which it is grounded with reference to examples in the text 
(Elliot era/., 1999).
• Sensitivity to the theoretical and ethical context of the research (Yardley, 
2000).
• Transparency with respect to methods, data presentation and the fit between 
theory and method (Yardley, 2000).
• Acknowledgment of the researcher’s subjectivity through recognising those 
aspects of one’s social identity that might influence the analysis (Harper, 
2003).
• Utility of analysis for theory and praxis (Taylor, 2001).
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However, a formalisation of evaluative criteria for qualitative research has been 
criticised as a form of ‘methodolatry’ (Reicher, 2000). There is no formalised, 
prescriptive method of discourse analysis that could serve as an appropriate yardstick 
for comparison and, in keeping with its post-structuralist roots, accounts of discourse 
analysis tend to be partial, tentative and contested. A complete transcript of the third 
interview is included in appendix 7 to aid the reader’s evaluation of the research.
4,6 Reflexive comment
I think my own relationship with psychology was significant in my selection of a 
discourse analytic methodology. I became increasingly frustrated by my 
undergraduate studies in psychology, as the insights and critiques developed in the 
other half of my joint honours degree, philosophy, were ignored or at best 
marginalised. This related, not only to the exclusive focus on a cognitive psychology 
that unproblematically employed an essentially dualistic representational theory of 
mind but also its allegiance to the modernist idea of scientific rationality as the basis 
of epistemological progress. To put it rhetorically. I’ve never felt like or met anyone 
who resembled a cognitive model and it struck me that desire and suffering were the 
roots of thought, not information processing. Years later in coming across some 
discourse analytic work, I was surprised to find a psychology that, through explicitly 
positioning itself within the post-dualist tradition of Wittgenstein, was able to develop 
a methodology that problematised the vanity of scientific certainty and the alienating 
abstractions of modernist psychology. This history may have restricted my openness 
to the possibilities that could have been created though other approaches. Perhaps a 
methodology like interpretative phenomenological analysis (Smith, 1996) may have
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allowed me to stay closer to the fathers’ accounts in developing my analysis and 
thereby meet the requirements of ‘user-friendly’ or even critical practice. However, 
even Smith (1997) recognises the impossibility of a truly phenomenological analysis 
as the data becomes refracted and reflected by the lens through which the analyst 
views the data. So, in the end, if I was going to offer interpretations, it was preferable 
for me to attempt to do so from a theoretical position that I found more interesting.
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5 Analysis
There was a great deal of variation within individual accounts and across participants 
in the ways that fatherhood was constructed and the subject positions thereby 
constituted. Through repeated readings of the transcripts some commonalities did 
emerge across participants that will form the focus of this part of the analysis.
The interpretative repertoires that were repeatedly drawn upon in talking about the 
position of fathers within families throughout the accounts provided by all 
participants were the ‘traditional father’ repertoire and the ‘new father’ repertoire. 
How fatherhood was constructed using these repertoires will be outlined, followed by 
consideration of the discursive strategies and resources that were employed to manage 
the ideological dilemmas that can be read as arising from their positioning within both 
repertoires. Whilst remaining agnostic about the issue of intentionality with respect to 
the rhetorical strategies employed, a more micro level analysis of participants talk will 
be employed to consider how fathers managed the dilemmatic nature of their subject 
positions.
5.1 The ‘traditional father’ repertoire
The accounts provided by participants were repeatedly oriented around the more 
traditional discourse of father-as-breadwinner with its associated themes of ‘looking 
after’, ‘pillar of strength’ and ‘providing for’ the family. This discourse is closely 
allied with themes from discourses of hegemonic masculinity (Edley & Wetherell,
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1999) with its ideals of individual agency, control, autonomy, objectivity and 
emotional inexpressiveness.
Extract One
1 Jack: Well, looking back, you know, my mum was always, she’s still always
2 there, she’s such a caring person, but my father at the time, he was doing three
3 or four jobs, so she could afford to be at home, you know, as a mechanic he
4 was doing other jobs, he was re-possessing cars, he was running workshops.
5 He was never at home and we didn’t see him a lot, (.) I suppose similar to me,
6 you know. I’ll get home at 8,9 o’clock tonight.
In this extract Jack constructed fatherhood as being organised around the man’s 
working life in order to provide for his family. The exhaustive nature of this 
responsibility is worked up through the use of a tricolon (line 4). This rhetorical 
strategy has been referred to in the discursive psychology literature as a ‘three part 
list’ (Potter & Wetherell, 1987). Tricolons have been identified as serving to bolster 
an account through presenting a position beyond the listed individual instances where 
the examples stand for something more general (Jefferson, 1990). The anaphora of 
‘he was’ (lines 3-4) serves to emphasize the extensive nature of the activities and his 
father’s agency and autonomy. Anaphora is a rhetorical device classically employed 
in poetry, where repetition of key words or phrases are seen as giving dramatic 
emphasis to the point being made (Laird, 2005). The use of the imperfect tense, with 
its implication of continuing past action, for all three verbs in line 4, rhetorically 
emphasised the continual nature of work related activity. Jack’s description of his 
father’s position within the family can be seen as corroborating his own account of 
how he understands what fatherhood involves. This rhetorical device can serve to 
warrant his own position (Potter, 1996) and further normalise the position he takes
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which is of significance given the subject positions available to him within the 
ideological dilemma described below.
Extract two exemplifies how the ‘traditional father’ repertoire proscribes certain 
activities and presents a challenge to the construction of paternal identity when a 
father fails to meet its prescriptions as ‘breadwinner’.
Extract Two
1 Warren: I mean, did it sort of present any particular challenges to your role as
2 a father in the family being made redundant?
3
4 Fred: Yes, I (.) at first I felt it was really quite nice um (.) being able to go and
5 pick the kids up from school, I quite enjoyed that (.) um but then after a while,
6 you sort of like (.) the majority of mums were there picking up the kids, you
7 start. (.) I think it knocks your self-esteem a bit (.) because you think that I
8 should be the big one out there earning mega bucks making (.) and you know
9 paying the mortgage doing all this sort of thing and you start thinking all these
10 people must think what is he doing, you know, why isn’t he working (.) and I
11 think it does sort of (.) dent your self-esteem a bit really.
12
13 Warren: So in some ways, you doing a role that mums were doing, there’d be
14 a judgement there.
15
16 Fred: Yeah, yeah, yeah at first it was OK, you know (.) if people think oh,
17 he’s just on holiday, but then afterwards they think oh he’s not working, I
18 wonder why, and it’s (.) just silly really, silly, I suppose it’s just (.) because it
19 wasn’t the normal thing.
In this extract Fred warranted his claim that not working undermines his position as a 
father by using the rhetorical device similar to what Woofitt (1992) described as ‘I 
first thought’. This discursive resource has been employed by witnesses to events to 
first offer their original incorrect conclusion, before telling of their later correct 
conclusion. Speakers present their initial account as based on the sort of assumptions 
that any reasonable person would make. Through being positioned, like any other 
reasonable person, the speaker’s account is given greater plausibility. In the above
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extract Fred’s initial talk (lines 4-5) is oriented around the idea that not working will 
afford greater freedom and the opportunity to spend more time with his children. In 
line 5 “but then” functions as a caesura in the developing narrative. After which Fred 
goes on to show how such activities fail to meet the requirements and prescriptions of 
the ‘traditional father’ repertoire with its emphasis on work and material provision for 
the family. The qualifiers “mega” (line 8), “big” (line 8) and “all” (line 9) can be read 
as functioning as ‘extreme case formulations’ (Pomerantz, 1986) that generally work 
to make an account more rhetorically effective through the use of some form of 
overstatement or exaggeration. Thus, in Fred’s account they serve to emphasize the 
pervasiveness of his failings due to being made redundant. Finally, his construction of 
his failure to meet the prescriptions of the ‘traditional father’ is warranted through 
social judgement that is made more défendable by his concession that “it is just silly” 
(line 18). It is noticeable, however, that my question (line 1) makes no allowances for 
the possibility that redundancy might provide opportunities for Fred’s position as a 
father. It is possible that this turn in the conversation serves to orient Fred to the 
‘traditional father’ repertoire where redundancy becomes a challenge rather than 
creating possibilities to draw on other discourses of fatherhood. This is an example of 
‘interactive positioning’ (Davies and Harré, 1990).
It is noticeable from both extracts one and two that the account of fatherhood in the 
‘traditional father’ repertoire is constructed in contrast to the position of the mother. 
Motherhood is constructed as the other in these accounts that serve to reinforce 
polarities between masculine/feminine, autonomy/relatedness and doing 
parenting/being a parent. This bifurcation of gender roles will be considered below in 
relation to the construction of therapy as a gendered activity.
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5.2 The ‘new father’ repertoire
The ‘new father’ repertoire constructed fatherhood as predicated on the inter­
changeability of gender roles with fathers positioned as being nurturant toward their 
children and actively involved in their care and domestic work. In constructing 
fatherhood within this repertoire the other becomes, not the mother as in the 
‘traditional father’ repertoire, but rather the traditional patriarchal head of the 
household.
Extract 3
1 Warren: I mean, thinking about the things you pick up, is there anything that
2 comes to mind?
3
4 Fred: Um (.) well not really no, I suppose the main thing is that you sort of
5 like look upon yourself as being a bit of a bread winner really um cos that’s
6 what my father did you know um (.) err (.) but really now I suppose that’s sort
7 of changed loads and I suppose that’s maybe more old fashioned and I think
8 nowadays the roles for men and women are having to sort of (.) share and
9 doing both (.) both roles really.
Extract 4
1 Warren: Its maybe that if you ask a lot of fathers what it is, they’d find it
2 hard. But we get our ideas from somewhere.
3
4 Peter: a lot of people I mean the easy way is to say; I mean what we said this
5 morning that I’m the provider. I’m the prov. I’m the one who puts the
6 breakfast on the table. It isn’t that. That isn’t the role of a father. I’m
7 realising that now through this session, the role of a father’s different. But
8 most people would think that, (.) straight off the cuff and think, “The role of
9 the father is to go to work, make money and bring it home, food for the
10 children.” [quote in upper class accent]. But it isn’t that, the role of the father
11 is to .hh nurture their children and err (.) hopefully it will be of good to them
12 in the future. It doesn’t stop here it goes into being a granddad as well.
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In extract 3, fatherhood is constructed within the ‘new father’ repertoire as a modem 
position with more traditional accounts constmcted as outdated. Fred develops his 
account of the ‘new father’ by contrasting it with the ‘traditional father’. This 
contrast is developed rhetorically through the use of an ‘extreme case formulation’ 
(“loads”, line 7) and the tricolon in lines 6-9 (“changed loads”, “more old fashioned” 
and “share and doing both”). The use of the second person plural pronoun in line 4 
can be read as serving to provide corroboration for the account of the traditional father 
that follows. Potter (1996) suggests that such plural voicing can be heard of as 
general experience of people, thus rendering the account more persuasive. In contrast 
the first person pronoun used in line 6, emphasised Fred’s reflexive positioning within 
the ‘new father’ repertoire. This shift in pronoun was emphasised by, “but really now” 
(line 6) that functions as a caesura in the talk. The significance of this rhetorical move 
is to enable Fred to resist being positioned within the ‘traditional father’ repertoire. 
New fatherhood, in contrast, was constmcted as operating within an egalitarian 
relationship without clear demarcation of presumed roles.
In extract 4, Peter positions himself with the ‘new father’ repertoire that was 
contrasted with the more traditional position. Taking up that position is cast as an 
unrefiective stance to take, as it is seen as “the easy way” (line 4) and what might be 
said, “straight off the cuff’ (line 8). The voice invoked to present the ‘traditional 
father’ is constmcted as foreign or ‘other’ and significantly uses an accent that 
ridicules traditional received pronunciation. This served to demonstrate that such a 
position is worthy of mockery. Through stating that he has come to this position, 
“through this session”, Peter enlisted the interviewer’s professional status to warrant
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his claim. This can be seen as providing corroboration for his account thereby giving 
it greater validity within the local interactional context (Potter, 1996).
5.3 Managing the dilemma
Whilst the requirements of the ‘new father’ repertoire resonates with the 
contemporary cultural context in UK where people overwhelmingly present 
themselves as supporting gender equality (Billig, 1991), the appeal of the traditional 
role remains strong with its guarantee of power and status. It was evident throughout 
the transcripts that the fathers struggled in their attempts to find solutions to this 
powerful ideological dilemma. The next section of the analysis will consider how the 
dominant understanding of what it means to be a father depended on how the fathers 
positioned themselves and justified that position in relation to this dilemma. Three 
distinct discursive strategies were employed in attempting to manage this conflict.
5.3.1 Maternal skill
The ‘new father’ repertoire constructs fathers as equally equipped and skilled as 
mothers for the task of child rearing. The tasks can be shared as both are positioned 
as able to nurture their children. The first device for managing the ideological 
dilemma could be read as drawing on long-standing claims, traditionally employed as 
a warranting device in justifying subject positions with the ‘traditional father’ 
repertoire, that women possessed certain essential qualities necessary for domestic 
and parenting roles. This enabled the fathers, despite their reflexive positioning
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within the ‘new father’ repertoire, to justify why in the end it would be better for them 
not to take up the position of primaiy  ^carer for the children.
Extract 5
1 Warren: And is that something (.) you think that’s a challenge for fathers
2 more than mothers or equally challenging for both parents.
3
4 Fred: um I think sometimes, maybe women, I don’t want to be sexist here,
5 but I think sometimes women seem to be more better at dealing with maybe
6 emotional problems... for some reason, I don’t know why, rather than... men,
7 possibly, maybe sort of goes back to the cave man thing you know, whereas I
8 go out with my club and... kill a deer or something, bring it back and cook it,
9 whereas the women tend to sort of (.) talk a lot more maybe than (.) than men
10 and therefore maybe good at talking through issues (.) maybe more than men.
Extract 6
1 Warren: Right OK. Just thinking about the roles of mothers and the roles of
2 fathers, how similar or different do you think they are?
3
4 Jack: (.) They’re similar, but women are more patient, more loving (.) err
5 more understanding, more sympathetic, they (.) they’ve got you know (.)
6 children’s thoughts more at heart, I think men are harder, (.) you know they’re
7 not thinking that they’re small people, they’re still leaming,(.) you know and
8 (.) they’re yeah they’re totally different animals.
9
10 Warren: Right, now how come you think men have come to think like that
11 and be that little bit harder?
12
14 Jack: I think it’s just in our genes, you know, it’s sort of, (.) you know, we’re
15 the hunters and they’re the (.) you know, the matemalistic, it’s more of a
16 maternal instinct in a woman. I’d say.
17
18 (seven lines omitted on account o f clarity and limitations o f space)
19
20 Warren: And what effect do you think that has had on the position of fathers?
21
22 Jack: Well I think, well it depends on the relationship, you know, depends on
23 the man, whether he’s um (.) considerate, thoughtful, you know, like one of
24 my friends, he’ll go down the pub, come in and demand his meal on the table
25 waiting for him you know and he gets very upset if he doesn’t, you know, I
26 couldn’t be like that.
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In extract five Jack prefaces his construction of gender differences with, “I don’t want 
to be sexist here” (line 4) which appears to function as a disclaimer (Hewitt & Stokes, 
1975). This statement serves to inoculate what follows against the charge of being 
sexist. The need for such disclaimers highlights the problematic status of this 
discursive strategy given the need to present oneself as affirming gender equality. 
Similarly in extract 6, a biological account is provided to warrant the need for women 
to take up the child-care responsibility within the family. Jack can be read as resisting 
being positioned within the ‘traditional father’ repertoire in lines 23-25 through 
providing extensive detail about a friend. The provision of such extra detail has been 
suggested as developing the factual status of an account (Potter, 1996) and thus, in 
this case, emphasises Jack’s dispreferred version of fatherhood. In this way any 
contradiction with his reflexive positioning within the ‘new father’ repertoire is 
minimised.
Within the ‘traditional father’ repertoire different gender roles are assumed and 
require no justification. However, given that both Jack and Fred are reflexively 
positioning themselves as non-sexist males within the interactional context, 
presentation of such a gender difference required specific warranting. The 
evolutionary discourse was mobilised to serve that function. That such theoretical 
insights have become part of our shared cultural ‘knowledge’ warranted through the 
construction of scientific fact as objective (Potter, 1996) is evident through the 
minimal detail given to work up these accounts. In fact Fred’s construction of the 
argument as “the cave man thing” (line 7) serves to work up the pervasiveness of such 
warranting as it is assumed that it is clearly a matter that has been well-rehearsed and 
can be straightforwardly delineated. The use of evolutionary discourse can be seen as
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a powerful device for the sensitive management of the ideological dilemma and the 
disavowal of responsibility for the dominant male position in the structure of gender 
power relations. This was achieved through its provision of distal determinants for 
contested versions of fatherhood.
5.3.2 Theory and practice
The employment of disclaimers highlighted the difficulties in sustaining the first 
discursive strategy whilst maintaining a non-sexist subject position. A strategy less 
open to such an attack would allow the dilemma to be managed without undermining 
the ideal of equality. This was worked up in the fathers’ talk by separating out the 
principle of equality from the practice. Repeatedly through the accounts, approval of 
the ideal of sexual equality was expressed alongside discussion of practical 
considerations that facilitated a defence of the status quo whilst resisting the charge of 
sexism.
Extract 7
1 Warren: Just going back to something you said a bit earlier, you were talking
2 about how when you first had your children, your wife wasn’t working and
3 you were working and you said your role was mainly about security and being
4 the bread winner, was that something that you’d agreed on between the two of
5 you or did it naturally evolve.
6
7 Fred: No... it was just that um (.) I had the better paid job whereas my wife
8 was working, doing more shop work, which wasn’t really well paid anyway
9 (.) um (.) so (.) it was (.) you know, if I (.) if she’d been the bread winner, you
10 know, been the one earning mega bucks, um (.) then it would have been most
11 probably me that was staying at home, it was just down (.) just down to
12 financial, you know got the mortgage and all the bills to pay, um it was just (.)
13 a way round it really um and really going back to work for her really wasn’t
14 much of an option because (.) what she could earn and then comparing it to
15 what she would have to pay out in child care (.) it wasn’t worth it, so she
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16 might just as well stay at home anyway (.) with the kids, which she did pretty
17 much for quite a few years really.
Whilst positioning himself within the equality discourse, Fred constructed the 
decision over child-care as coming down to a single practical issue, that of who earns 
the most money. It has been suggested that practical considerations talk is most 
effective when the considerations that undermine practical enactment of the ideal are 
out of the speaker’s hands (Potter & Wetherell, 1987). This is exemplified in the 
economic argument in extract 7, where Fred was not in a position to determine his 
wife’s salary. On this reading, this strategy can be employed without apology, 
because when taken at face value the issue of child care is “just down to the financial” 
(line 11-12). That this is the sole reason for the arrangement is worked up through the 
anaphora (“just”, lines 7,11 and 12). However crucially, given the fact that women’s 
average earnings are significantly lower than men’s (Dench et a l, 2002), it is likely 
that for any heterosexual couple, this economic criterion will mean that it is the father 
who goes to work. Within this strategy, an ‘extreme case formulation’ was employed 
to make it more unlikely that he would be the person to stay at home. When referring 
to the circumstances that would necessitate Fred staying at home, it was not a simple 
matter of an economic calculus. For his partner in that context would not just have a 
larger salary, but rather be “earning mega bucks” (line 10). Rhetorically the 
significant point here is that Fred in presenting examples of when he would take over 
the domestic role, positions himself within the ‘new father’ repertoire.
Extract 8
1 Jack: And (.) you know (.) I’ve seen statistics where 90% of women who have
2 children would prefer to be at home than working
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It was also argued that women in practice actually prefer to remain at home. In 
extract 8, Jack made this point whilst distancing himself from it (and thereby resisting 
being positioned within the ‘traditional father’ repertoire) through warranting such a 
claim with empiricist discourse. The statistics provided an impersonal basis to Jack’s 
claim thereby distancing him from it. It has been suggested that empiricist discourse 
enables the speaker to play down any subjective investment in the finding (Harper, 
2003). The provision of a number gave added certainty to the evidence he marshalled 
as did the fact that the evidence was not merely reported, but had been “seen” (line 1).
5.3.3 Redefining the new
A third way of managing the ideological dilemma outlined above, was through 
attempting to reduce the tension between the competing ideals of ‘new’ and 
‘traditional’ fatherhood.
Extract 9
1 Mark: He did very little when they were young so I don’t think he err read
2 them stories at night he wasn’t there err he wouldn’t change nappies things
3 like that. That sort of thing. Whereas erm I was the opposite, I actually did
4 everything from the moment I was home in the evening I would tend to look
5 after them, I would get them ready for bed. I’d put them to bed, feed them
6 things like that err when they were younger. Erm I’d take them out to the park
7 and so on and at the weekend give my wife a err rest if you like.
Within this version of the ‘new father’, Mark constructs an account (in contrast to his 
wife’s former partner) that demonstrates how he has adjusted the balance of his main 
priorities towards his domestic responsibilities. In providing examples of his 
involvement, he reflexively positions himself within the new father repertoire. 
Significantly, fatherhood within the ‘new father’ repertoire then becomes redefined
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away from inter-changeability of roles, to a position where fathers provide mothers 
with assistance so they can have a “rest” (line 7). This clearly leaves the 
responsibility for domestic chores and childcare with women, a position long 
identified as patriarchal (e.g. Wilkinson, 1997).
Extract 10
1 Jack: Kath and I talked, we came to the decision, we decided you know, that
2 we would forfeit (.) other luxuries and let the children have the benefits (.) of
3 having a mother at home, someone to take them to school, pick them up, more
4 of a conventional family.
A further discursive resource that was employed to warrant this renegotiation, was to 
emphasise women’s agency in making these decisions and the openness of the process 
by which the conclusions were reached. In extract 10 Jack’s repeated use of the first 
person plural pronoun emphasises the mutuality in relation to both the decision 
making process and the decision itself. The negative consequences of the decision are 
constructed as being shared equally by both parents. The main beneficiaries of his 
more limited involvement would be the children rather than himself. This served to 
maintain the contrast with the position of the traditional father whose potentially 
similar working hours were not decided on by parental consensus or required specific 
warranting.
Extract 11
1 Warren: You’ve said that work takes you away from home a lot, how has that
2 affected being a father?
3
4 Will: erm (.) I don’t erm I don’t think it’s affected it too much because if I
5 can’t get to see my children then I will ring and speak to them on the phone.
6 Erm I will make a point of asking if they’ve had a good day at school, if
7 they’ve got any problems they want to talk to me about, that they can’t talk to
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8 anyone else about. So err I suppose the only part of it that has affected erm is
9 the fact that I can’t see them, I can’t immediately give them a cuddle if they
10 want one. Erm I mean erm financially I’m better off now. I’m able to give
11 my children a better time. They’re getting older, they can appreciate the better
12 time. Erm and they don’t always need me to have a better time. Erm.
In managing the tension between the two repertoires certain aspects of ‘new 
fatherhood’ were emphasised that could be accommodated around working lives. In 
extract 11 Will minimised (“too much”, line 4) the impact of his time away from the 
home due to work. He constructed an account of fatherhood that was focused on 
contact with children. His account of contact is developed through the extra detail of 
their conversations provided in lines 6-8. The use of the hexasyllabic phrase “I will 
make a point o f’ (line 6) emphasises Will’s premeditated and active role in 
facilitating that contact. The losses firom this arrangement are minimised through the 
use of “only” (line 8) and the use of first person singular verbs (line 9) that implies 
that the losses are his. In contrast the main beneficiaries were his children, which 
served to position Will within the ‘new father’ repertoire where men are motivated by 
family rather than professional concerns.
5.4 Therapy as a gendered activity
In the accounts of therapy provided by the fathers there was a great deal of variation 
across participants and within individual accounts. However interpretative repertoires 
of therapy were repeatedly drawn upon that required the fathers to occupy affect- 
based or submissive subject positions. The problematic status of such subject 
positions is dependent upon the contrast with culturally hegemonic conceptions of 
masculinity. In managing and negotiating this dilemma, the fathers explicitly 
occupied masculine subject positions or can be interpreted as having implicitly done
210
so given the interview context with its focus on participants’ position as men and 
fathers within their families.
Extract 12
1 Warren: You were saying before that you thought some men might find it
2 difficult to go along and talk in the sessions, could you say a bit more about
3 that?
4
5 Fred: Er I don’t know, it just feels (.) maybe men just don’t like talking about
6 (.) possibly some of the emotions and that, you know (.) when we were talking
7 about my son being bullied and that and the problems we’d had with him, I
8 did really feel quite tearful and I really did feel it was hard to sort of stop the
9 tears really and um you sort of consciously think well you know (.) this thing
10 about men don’t cry (.) but they do and I suppose you just sort of don’t want
11 to sort of seem to be weak possibly, just want to appear this sort of pillar of
12 strength if you like (.) and it’s just sort of (.) just sort of I think its just men
13 need to show that it’s OK to show your emotions more (.) really.
In extract 12 the challenge for men in family therapy was constructed in relation to 
proscriptions around displays of emotion. It is noteworthy that in working up this 
account, Fred distinguished between being emotional and displaying emotion that 
enables him to simultaneously and reflexively position himself within the ‘new father’ 
repertoire and its prescriptions of sensitivity and also doing masculinity in relation to 
the proscriptions around emotional display. The potential conflict between these two 
positions required careful management and the initial general comment about men 
(line 5-6) is made tentatively through employment of a vague warranting device (“it 
feels”; line 5) that was further minimised through use of the qualifier “just” (line 5). 
In constructing his position as a sensitive ‘new father’, Fred emphasised the factual 
status of the emotions he reported through repeated use of “really” (line 8 and 9).
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In warranting his resistance to emotional display Fred referred to “this thing about 
men don’t cry” (lines 9-10). This formulation, with its use of the demonstrative 
pronoun constructed male emotional inexpressiveness as a clearly definable entity that 
is publicly known and thus working up its ontological status. This claim is further 
warranted through the use of a rhetorical device similar to what Antaki and Wetherell 
(1999) referred to as ‘show concession’. This has a three-part structure where 
speakers first propose a claim, then seem to concede something counter to it, before 
reasserting their original claim. For Fred the proposition “men don’t cry” (line 10) is 
followed immediately by the concession “but they do” (line 10), before finally 
warranting the claim that they do not, through drawing on the ‘traditional father’ 
repertoire. This discursive resource reinforced his original claim of male emotional 
inexpressiveness, rendering it less vulnerable to challenge. In this extract, in common 
with many of the other accounts in the transcripts, emotional display is constructed as 
a sign of weakness and a failure to meet the prescriptions of fatherhood, of being a 
“pillar of strength” (lines 11-12).
Extract 13
1 Warren: You said that you found it easier to communicate with the female
2 therapist
3
4 Peter: yes, you know, there was just err a calmness about her, err and she
5 didn’t hurry you, [the male therapist] would say the occasional thing where
6 he’d say we can’t go into that in this session, we haven’t got time and it’s
7 suddenly an us and them, erm, (.) scenario, err, almost. You know if you’re
8 really hitting on something then surely you should open it up a little bit ff, (.)
9 you don’t need to say to someone, (.) I don’t go round to a customer’s house
10 when they’re looking at windows and then say well that’s it now you’ve had
11 your time, I haven’t got time for that if you’re doing your job, you do your
12 job. So sometimes it seems as though there’s a err there’s a we were being
13 hurried in on occasions and you would leave there thinking you that didn’t go
14 too well really.
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In extract 13 the male therapist is positioned as dominant in the structure of power 
relations in the therapeutic context. The account of the challenge to Peter’s autonomy 
is developed through emphasising the shift in the relationship with the therapist 
through his use of “suddenly” (line 7). Carabine (2001) suggests that what is not said 
(absences and silences) can be as important as what is said. It is noticeable that 
Peter’s narrative makes no mention of any attempt to challenge the therapist’s 
directiveness. His construction of the effect as creating an “us and them, erm, 
scenario” (line 7) implicitly suggests a fixed state of affairs that he was powerless to 
challenge. In developing his account he used an analogy (lines 9-12) from a context 
where the structure of power relations is policed by principles such as, ‘the customer 
is always right’. This constructs the therapist’s directiveness as a misuse of power 
rather than emphasising his own lack of agency in the process, with the consequent 
challenge to his own performance of masculinity in the interview. The analogy and 
the contrast with the female therapist serve to allow Peter to deflect the challenge to 
his autonomy by ascribing responsibility to the failings of an individual therapist. 
Furthermore he draws on an analogy from a context where his autonomy is less 
threatened.
Extract 14
1 Warren: Was there anything you found easy in the sessions?
2
3 Will: all of it was pretty easy, very much err, very laid back. It was very laid
4 back, it was very easy and it wasn’t shoved down your throat.
5
6 Warren: That was something that was quite important to you.
7
8 Will: Yes, if it was shoved down my throat I would have, I wouldn’t have
9 entertained it anymore.
10
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11 Warren: could you say a bit more about what you mean about shoved down
12 your throat?
13
14 Will: or err OK. Erm (.) because we went in there, I suppose we went in there
15 with a very laid back attitude, a very open attitude, they were very open and
16 laid back with us. Some places you can go to, and I’m not speaking from
17 experience, (.) erm. I’m only speaking of err what I hear, you know, and they
18 ram it down your throat, you will do this, you will do that. You know it’s that,
19 you know, that’s what I didn’t want and I didn’t get and I was glad.
In this extract Will constructed therapy as potentially positioning himself as passive. 
The construction of therapeutic process through the repeated use of a metaphor, 
“shoved down your throat” (line 4), served to emphasise the lack of agency of the 
father thereby positioned. Will reflexively distanced himself from being positioned in 
this way (line 15-16) and thus to a certain extent from the ideological dilemma of 
‘doing’ masculinity from a passive position. In substantiating his claim, he employed 
vague terms such as “some places” (line 16) and “what I hear” (line 17). It has been 
shown that systematic vagueness like this can be a powerful way of defending one’s 
argument from attack (Drew & Holt, 1989). Furthermore his acknowledgement that, 
“I’m not speaking from experience” (line 16-17) and the use of the qualifier “only” 
(line 17) serve as disclaimers. The significance for Will’s agentic subject position 
was worked up through a tricolon (line 19) that rhetorically emphasised the extensive 
impact of him being positioned as passive in the therapy. The shift from the first 
person plural pronoun in line 14 (referring to Will and his wife) to the repeated use of 
the first person singular in line 19 served to construct the asymmetrical significance of 
such a therapeutic process for gendered subjectivities.
Extract 15
1 Warren: Are there any things that might make it hard for dads to be involved?
2
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3 Jack: (.) as I said, it all depends on the character of the dad at the end of the
4 day, you know, how open he is, how much he wants to solve the problem (.)
5 characters are so different, you can’t be so (.) you can’t really say, you know,
6 everybody’s so different how they react, where as I said (.) I know, I could (.)
7 you know, I would expect some dads to blatantly say they are not going to (.)
8 not participate.
9
10 Warren: I mean, thinking about that sub-group of dads, who you think might
11 say that, what do you think might be driving that, what might be motivating
12 them you know, what do you think it is that might want them not to get
13 involved?
14
15 Jack: (.) could be the responsibility, the (.) and think ‘it’s nothing to do with
16 me. I’m the dad and you know, the wife should be sorting it out’, whatever.
17
18 Warren: Right, so where there’s more a traditional role?
19
20 Jack: yes, machoistic, ‘I’m the father’, you know, ‘I don’t talk to the children,
21 it’s the mother’s responsibility to correct them and bring them up’ (.) I would
22 have thought.
In this extract Jack began his first turn (lines 3-6) by constructing the challenges of 
therapy as not mediated by gender but rather “character”. This account was 
developed through the use of extreme case formulations (“all”, line 3 and “so”, lines 5 
and 6). This use of individual differences enabled Jack to sustain his own gendered 
subject position whilst constructing involvement in family as problematic for some 
fathers. His use of “blatantly” (line 7) emphasised the transgressive nature of the 
‘traditional father’ position in the account. The voice of the ‘traditional father’ (e.g. 
lines 15 and 16) is invoked to develop the contrast to Jack’s reflexive positioning as a 
father. As Maybin (2001) has noted the invocation of a voice enables the current 
speaker to evaluate the viewpoint expressed by the voice and thereby give rhetorical 
support for their own claims. In this case the voice enabled Jack to distance himself 
from a subject position constituted by the ‘traditional father’ repertoire and its denial 
of responsibility that renders participation in family therapy problematic.
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Extract 16
1 Warren: I mean sometimes, you know, some people might show their
2 emotions in a one-to-one, but when they’re with other people, it might be
3 more difficult.
4
5 Jack: Mm. I don’t know, I suppose I thought T don’t need to show my
6 emotions, I can deal with it’.
7
8 Warren: Mm. I mean do you think that that’s something other dads might do
9 if they were with their family?
10
11 Jack: Yeah (.) Yeah
12
13 Warren: I mean, how do you think that works for some dads, what do you
14 think makes it hard for them to express those emotions?
15
16 Jack: (.) think that now (.) I suppose, thinking you have, well, thinking you’re
17 not a perfect dad (.) (.) even though you tried (.)
In this extract Jack reflexively positions himself within discourses of masculinity 
characterised by the exercise of agency and autonomy. Thus, emotional 
inexpressiveness is constructed as not problematic for involvement in family therapy, 
as emotion can be managed via self-solution (line 6). Jack’s minimisation of the 
significance of not expressing his emotions in family therapy is warranted through his 
report of his thoughts (lines 5-6). In developing autobiographical accounts, the 
reporting of thoughts have been interpreted as a discursive resource invoked to make 
retrospective knowledge claims that serve to manage interactional concerns (Edwards, 
1997). For Jack, his reported thoughts emphasised his position of control and his free 
choice in deciding not to express his emotions.
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Extract 17
1 Warren: You mentioned there how you need to be open with your feelings.
2 Is that something that’s equally difficult for both men and women, or does one
3 sex have more difficulties with this.
4
5 Will: Some men can’t open up, some men can’t show their true feelings. If I
6 want to cry. I’ll cry. If I want to be happy, then fine. Erm but erm, unless
7 you’re err, (.) this is going to sound very clichéd, or very silly I should say.
8 Unless you are at one with your own true feelings, you aren’t never going to
9 be true to yourself. If you err, if you can’t be true to yourself how can you be
10 true to others. That’s what I’ve err (.) learned from the therapy, if you can’t be
11 true to yourself and others, how can you help them who rely on you the most,
12 your children.
In this extract Will began his turn by attempting to resist being positioned within 
discourses of masculinity where displays of emotion are proscribed (lines 5-6). In 
developing an account of how he can express his emotions, the action orientation of 
his declamation, “If I want to cry. I’ll cry. If I want to be happy, then fine” (lines 5-6) 
can be read as demonstrating his authoritativeness, autonomy and independence. As 
noted in the literature (Wetherell & Edley, 1999) there is an evident paradox at work 
in how hegemonic masculinity is reproduced within social interactions so that a clear 
way of ‘doing’ hegemonic masculinity is to demonstrate one’s resistance to it. The 
asymmetry between the two halves of his response, that is his use of “then fine” (line 
6) rather than the initial formula of “I’ll be happy”, is suggestive that only the former 
requires rhetorical work. In this way it could be suggested that this discursive 
strategy served to position Will within discourses of hegemonic masculinity. The 
second part of Will’s turn (lines 7-12) can be read as positioning Will within a 
‘counter’ discourse, one that stands in contrast to discourses of hegemonic 
masculinity. The discursive work done by line 7 can be read as functioning as a 
disclaimer for what follows. The use of a disclaimer highlights the precariousness of 
this discursive strategy for the maintenance of a masculine subject position. Will
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went on to warrant the taking up of this position by presenting the benefits for his 
children and by anchoring it in his participation in family therapy (line 10). This 
provided professional corroboration for his claim.
5.5 Reflexive comments
In developing the analysis I soon discovered how discourse analytic work, like any 
other form of writing involves choices by the analyst that are made in specific 
contexts with particular goals in mind. It has been often said that when facing the 
mass of data that’s inherent with any qualitative work, one becomes confused about 
where to start. The difficulty I found was knowing where to stop. I was comforted by 
knowing that such a dilemma is inherent in any discursive analysis that leaves the text 
open to a multiplicity of readings. As I write these reflections. I’m still not clear 
about how I knew when to stop, when to foreclose my search for alternate repertoires 
and dilemmas. Whilst I felt that saturation was being reached after the third interview 
(with no alternative repertoires of fatherhood or therapy evident in the final two 
interviews), I suppose it ultimately came down to questions of pragmatics i.e. 
deadlines and the limited space in my life for the analysis and the write up. However, 
even within those confines there were editorial choices about what to leave out. For 
example, dilemmas around one’s class and one’s positioning in therapy were evident 
in three of the transcripts. So whilst I could warrant the exclusion of discussion about 
class by referring to its absence from some of the fathers accounts (which could be 
related to my failure to notice its influence in the other two accounts or my 
foreclosing discussion of such issues in the interviews), perhaps my own confusions 
about my relationship to my class closed down that line of inquiry. In a related vein, I
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was aware of my own sense of discomfort at noticing my use of gender-stereotypes in 
the interview which on my reading served to maintain the status quo of gender power 
relations. This discomfort may be ‘evidence’ of the reflexive validity of the reading.
A second question arose in relation to my reading of the dilemma around being 
positioned as a non-sexist father and warranting domestic divisions of labour. As I 
became aware of the possibility of reading the fathers’ talk about this as an 
ideological dilemma and the careful negotiation and mobilisation of a range of 
discursive strategies in its management, the dilemma slowly became more ‘real’ to 
me. Clearly not in an epistemological sense, but rather first in the way that once I had 
read the texts in this way, I became aware of how often the discursive work of the 
fathers could be read as being oriented around this challenge. Secondly, in the middle 
of the transcription/analysis I became a father myself. I became aware of how I was 
personally being drawn into a situation with my data that ironically resembled a self- 
ftilfilling prophesy. For as I repeatedly read and re-read the transcripts to check the 
suitability of my reading of the dilemma, I became more personally aware of the 
salience of its challenge through the time I was spending working on the analysis 
rather than involved in the care of my own daughter. I noticed my own use of such 
strategies in debating with my ‘conscience’ the question of our own domestic division 
of labour. However, the requirement of a critical qualitative psychology to interrogate 
researcher subjectivity (Kidder & Fine, 1997) might, for example, require 
consideration of the action orientation of my shift from the use of a first person 
singular (“my”) to a first person plural possessive pronoun (“our”) in the previous 
sentence, but space limitations preclude such a fine grained reflexive analysis.
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6 Discussion and conclusion
6.1 Summary of findings
6.1.1 Repertoires of fatherhood
The analysis identified two repeatedly used interpretative repertoires, the ‘traditional 
father’ and the ‘new father’, that oriented participants’ account of fatherhood. The 
‘traditional father’ was constructed as a ‘breadwinner’ and ‘pillar of strength’ whose 
autonomy, agency and control was emphasised. Accounts of the ‘traditional father’ 
were constructed through contrast to the position of the mother. The ‘new father’ was 
constructed as sensitive and child focused, occupying a position that was potentially 
interchangeable with mother in relation to child-care and domestic responsibilities. 
Accounts of the ‘new father’ were constructed through contrast with the ‘traditional 
father’ who was presented as unrefiective and, at times, a figure of ridicule.
6.1.2 Three strategies for managing an ideological dilemma
The maintenance of a non-sexist subject position, whilst warranting their position as 
the main familial wage earner required careful management and employment of a rich 
array of discursive strategies and rhetorical devices. Three distinct discursive 
strategies were employed repeatedly across the accounts. The first sought to 
emphasise the particular skills that women possess in providing childcare. However, 
the precariousness of this strategy, was evident in the use of disclaimers in order to 
resist a sexist subject position. The second strategy, dividing theory and practice, did
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not require the use of disclaimers as the men were able to maintain their position of 
supporting gender equality in principle, but warranted their position as the main wage 
earner through practical considerations. The third strategy involved reducing the 
tension and potential inconsistency between being an involved ‘new father’ and a 
bread-winning ‘traditional father’.
6.1.3 Repertoires and dilemmas of therapy
There was a great deal of variation in how therapy was constructed by the fathers. 
However, it became increasingly useful to read the transcripts as though the 
repertoires of therapy mobilised in the accounts created affect-based subject positions 
or submissive subject positions. These subject positions created tension with the 
performance of masculinity and the ideological dilemma this constituted required 
extensive discursive work, including positioning themselves in relationship to various 
preferred and dispreferred versions of masculinity. In constituting some of these 
subject positions, fathers invoked counter-hegenomic discourses of masculinity that 
were constructed as the product of therapy. However, the precariousness of such a 
strategy was evident in the use of disclaimers. This exemplifies the dominance of a 
discourse of hegemonic masculinity and the challenge for men to resist being 
positioned by such discourse.
6.2 Ethical Issues
The analysis raised a number of ethical issues. The relationship between researcher 
and participant renders both parties personally vulnerable in a way that the usual
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guarantees of anonymity or confidentiality does not completely cover (Kidder & Fine, 
1997). People whose social relations are documented have a stake in how the data are 
represented and regardless of the researcher’s intentions, the impact of the research is 
hard to anticipate and its publication can affect participants in unpredictable ways 
(Prilleltensky & Nelson, 2002). In carrying out the analysis there were challenging 
dilemmas around who owns the data, whose interpretation counts and how can I 
justify publishing what others said, using the analytical tools that I have adopted. In 
relation to the latter dilemma, I was aware that I had applied the same form of 
analysis to my talk as the participants. Secondly, the account had made clear that I 
was providing an analysis of discourse and discursive practices, not of the participants 
or their ‘experience’. However, the issue of managing the unintended consequences 
of publication is a challenging one. One way of responding to this challenge within 
critical psychology has been to pay close attention to the ‘politics of publication’ 
(Harper, 2003). This might involve ensuring publication in formats and literature that 
is engaged with by the community that is being represented. Thus, I have begun to 
develop links with Fathers’ Direct and the National Childbirth Trust to investigate the 
possibilities of publication. Nevertheless, part of the motivation for starting the 
project, the context that ensured limitations in methodology and the focus of my time 
with respect to representing the research, has been in my need to satisfy the 
requirements of a practitioner doctorate programme.
It has been suggested in the discourse analytic literature, that participant validation of 
a researcher’s account can serve as a useful criterion for quality control (Burr, 1995). 
Leaving aside issues related to how this research could be presented in an appropriate 
and digestible format for consumption by the participants, adopting this approach
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would have been a challenge given the time constraints on this project. Furthermore, 
discourse analysis remains agnostic on the issue of intention in language use (Potter, 
1996). Thus, within discourse analytic work, there is no theoretical basis for 
expecting concordance between the speaker and the analyst who is engaged in 
elaborating potentially unintended consequences of their discursive work (Coyle, 
2000).
6.3 Relevance of analysis for theory and praxis
As part of the publication strategy discussed under ethical issues above (see 6.2), I 
facilitated five workshops with the therapists of the family therapy clinics from which 
the sample was recruited. These discussions around the marginalisation of fathers in 
clinical work, generated interesting debate and some novel suggestions for the use of 
research in therapy. These included the potential clinical use of the findings regarding 
proscriptions of male emotional expressiveness as a tool to give fathers permission, if 
it is felt appropriate, to become more emotionally expressive. This was linked 
theoretically to the concept of conditional questions, where permission is sought for 
the question one wants to ask.
The conceptual tools of discourse analysis provided a methodology that could be 
employed to consider how O’Brien’s (1990) macro-contextual theorising, concerning 
the contested nature of paternal subjectivity, could be grounded in the local 
interactional context of my interviews with these five fathers. This could be taken as 
‘evidence’ (along with the work of Edley & Wetherell, 1999) for the practical utility 
of a critical discursive psychological analysis. This claim might serve to warrant the
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employment of discourse analysis in research for example, on fathers using therapy 
transcripts to consider how the mobilisation of counter-discourses is developed, 
managed and resisted in therapeutic conversations. The commitment of discourse 
analysts to develop its applied utility is evident in the recent growth of the literature 
on its clinical applications (see Willig 1999). In relation to systemic theory, the 
analysis showed how a narrative of therapeutic activity can work to sustain counter- 
hegemonic subject positions for men. This appears to exemplify theorising about 
narrative therapy which is conceptualised as “creating space for alternative ways of 
being for men” (Nylund & Jurik, 2003, p 126).
In relation to contemporary systemic practice, it has been suggested that the literature 
has become too focused on change, for example through the emphasis on interventive 
questions, rather than the significance and centrality of observation in clinical work 
(Minuchin, 2004). Discourse analysis is able to provide a useful and familiar 
framework to systemic practitioners for thinking about what is observed in the 
consulting room. Given the critique of naïve empiricism in the systemic literature 
(e.g. Hayward, 1996) observation is acknowledged to be partially or even wholly 
determined by the conceptual frame of the observer. Discourse analysis can provide a 
useful methodology for systemic therapists to engage with that subjectivity and 
provide a useful language to punctuate their observational skills. In employing the 
results of the analysis to that end one significant caveat should be considered. As 
documented in the demographic data on the participants (see appendix 5), all 
participants identified themselves as white and thus the results should be considered 
within that context. Future research might begin to consider how fathers from other
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cultural contexts construct fatherhood and the dilemmas created in relation to their 
participation in systemic work.
The idea of a critical psychology is parasitic upon their being ‘an other’, a 
‘mainstream’ psychology, not that I expect anyone to claim membership of that 
particular ‘school’. From the experience of this project, it is my sense that the 
practice of critical psychology is not separate from clinical psychology but could be 
seen as part of an internal dialectic that serves to sustain psychology’s progressive 
position. This dialectic serves to undermine any modernist pretensions of 
constructing universally applicable psychological knowledge. The provisional, partial 
nature of critical work is well suited to clinical psychology where training is often 
about managing your anxiety-provoking relationship with uncertainty. I have found 
that developing a safe uncertainty (Mason, 1993) about one’s clinical skills can be 
supported by one’s epistemological uncertainty about the status of ‘psychological 
knowledge’.
6.4 Methodological problems
One of the challenges of presenting discourse analytic work is navigating between the 
Scylla of reifying the discourse (Coyle, 2000) and the Charybdis of presenting a less 
than persuasive account (Harper, 1999). With reference to the problem of reification, 
discourse analysis has been criticised for employing a constructionist form of analysis 
but then implicitly employing pragmatist notions to warrant the truth of its 
conclusions (Squire 1995). By sustaining its relativist position, discourse analysis has 
a problem warranting any particular practical or political intervention (Parker, 1998).
225
However such ‘epistemological correctness’ (Gill, 1995) is of less concern to 
practitioners who have no choice about whether they should intervene or not. Clearly 
by their professional position they are already intervening. Furthermore there are 
interventions within systemic therapy that position themselves as relativist, although 
they still constitute an intervention (e.g. White & Epston, 1990). An alternative 
defence would be to mobilise the private language arguments of Wittgenstein (1952) 
to demonstrate that relativism and realism are two sides of a dualist coin. A 
Wittgensteinian position would recognise that the search for foundations of 
knowledge which generates the need for the relativist and realist ‘solutions’ is rather 
like, “the search for the east pole. It’s not that you’ll never find it, it’s that you’ll 
never know when you’ve found it” (Wittgenstein, 1980, p. 27). The problem for 
maintaining a social constructionist position is only sustained if one claims that one 
particular reading is more real or true than others. To adapt Gill’s (1995, cited in 
Harper, 1999) rhetorical strategy, I would want the research to be read in terms of my 
saying, ‘I found this is a useful way of reading if  rather than ‘this is the way of 
reading if.
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Dear Sir,
Re: Research on fathers who have completed family therapy
I am writing to you about a research project that aims to develop our understanding of 
how fathers experience family therapy and what fathers think of this service. I 
understand that you have recently completed treatment at a family therapy clinic and 
am most interested to hear about your experience.
The research is being organised through the University of Surrey and is part of a 
Practitioner Doctorate in Clinical Psychology. The research has been approved by the 
Local Research Ethics Committee for Mid-Sussex NHS. The study will involve you 
attending an interview, at a time of your convenience with a researcher. The 
interview will last up to ninety minutes and will involve discussion of your 
participation in family therapy and your role as a father. You will be sent a list of 
interview questions in advance. Your personal details will remain entirely 
confidential throughout the study.
If you are interested in participating in the study then please complete the enclosed 
form and reply using the enclosed stamped addressed envelope. On receipt of that 
form you will be sent an information sheet giving further details about the project and 
inviting you to ask any further questions about the project prior to arranging an 
interview time. You will be able to withdraw from the study at any time and 
expressing an interest at this stage does not mean that you will be required to 
participate in the research.
Thank you for taking the time to read this letter and I look forward to hearing from 
you.
Yours sincerely.
Warren Matofsky 
Trainee Clinical Psychologist
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Interview Schedule
1. Welcome
2. Consent form and information sheet
3. Demographics questionnaire
4. Purpose of interview: Fm interested in your ideas about being a father and 
what it was like as a father being involved in family therapy. I hope it will be 
interesting and enjoyable. I am interested in your views. This is not a test of 
any sort there are no right or wrong answers. Please let me know if you don’t 
feel comfortable with any of the questions
6. Who’s in your immediate family
7. Tape check
(1) Background questions
Which other family members attended family therapy with you?
How many appointments did you attend?
(2) How would you describe being a father in your family?
Many different ways of being a dad these days... what type of dad are you?
Where did you get your ideas from about being a father?
How might other men describe what it means to be a father?
What is difficult/ pleasurable about being a father these days?
How does being a father fit with other roles you have in the family?
What would your partner* say about your response?
How would your partner* describe the role of father in your family?
What are your partner’s expectations of you as a father?
What might your children describe you as a father?
How similar or different are the roles of mother and father ?
247
(3) What was it like for you, as a father, to be involved in family therapy?
As a father, what did you expect to gain from family therapy?
In what way, if any, was this different from your partner*?
How do you think your experience of family therapy was different from your
partner’s*
experience?
What other experiences, that you have had, were similar to being in family therapy? 
What did you find easy/difficult in the sessions?
What would your partner* say that you found difficult/easy in the sessions?
What might other fathers find easy/difficult about being involved in family therapy?
(4) How were you, as a father, inyolved in the therapeutic work?
What made it easy/difficult for you to contribute in sessions?
How much attention was paid to the role of father in the family therapy sessions?
What was done to encourage your involvement in the sessions?
What else could have been done?
What was the gender of the therapist(s)? How did this, if at all, affect your 
involvement as 
a father?
How did the therapist understand your role in the family? How did you know this? 
How was this different to the role of your partner*?
What was helpful/unhelpful about what was done in the sessions in relation to your 
role as a father?
What might make it easy/difficult for other fathers to contribute in family therapy 
sessions?
(5) What was the impact of family therapy on you role as father?
Did you learn anything about your role as father in family therapy? If so what?
What did other family members learn about your role as father in the course of family 
therapy?
What changed, if anything, for you or your family during the course of treatment?
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How did this affect your role as father?
How would other members of your family answer this question?
How did these changes come about?
Who else has noticed these changes?
What might your partner* say about your answer to this question?
Has involvement in family therapy changed your beliefs about being a father? If so, in 
what way?
How is family therapy helpful/unhelpful for fathers?
What would you say to other fathers about being involved with family therapy 
Conclusion
How has it been answering these questions?
Would you like a copy of the transcript?
Would you like a summary of the results?
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Appendix 5: Participant demographic information
Table of participant demographic information
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Name Age Age left 
school
EÜiiiicity Current Job Marital
status
Number
of
sessions
attended
Mark 52 15 White
British
Project
manager
Married 10
Peter 40 16 White
British
Director Married 8
Will 39 15 White
British
H.G.V.
Driver
Married 6
Jack 45 18 White
British
Business
Consultant
Married 7
Fred 45 16 White
British
Insurance
Agent
Married 9
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Appendix 6: Transcription notation
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Transcription Notation
• A full stop inside brackets indicates a pause of less than five 
seconds. If there is a number inside the brackets that refers to the 
number of seconds in the pause.
• Underlining indicates that words were spoken with added 
emphasis.
• Square brackets denote information which has been added for 
clarity or to omitted to preserve anonymity
•  Punctuation has been added for clarity.
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Appendix 7: Sample transcript
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Interview 1 with Peter
WARREN: to begin with can you say which other family members came along to the 
family therapy sessions with you
PETER: my wife Jane, and err at the beginning Jimmy my son and Ronny my 
youngest son
WARREN: right ok and d’you know roughly how many appointments you came to 
PETER: well all of us (.) up to date err six I think
WARREN: right ok. Thank you. So to start off with I just want to ask you a few 
questions about your role in the family what it’s like being a father (.) so just to start 
off there how would you describe being a father in your family?
PETER: it’s a nightmare (laughs) (.) erm yes it’s very difficult because (.) I do feel as 
though I’m (.) maybe I’m the harder one out of all of us and err so the decisions I 
make might not always be err (.) the right decisions but I do feel as if I’m punished 
for every decision I make as well. If anyone’s gonna be the bad guy, it would be me.
WARREN: So you say you’re the harder one what does that involve
PETER: I’d be the one who sets the punishments or whose had enough at the end of 
the day if there’s too much playing around or err (.) or general rudeness
WARREN: is that something that stays the same across the days of the week or does 
it change from time to time
PETER: erm no it pretty much stays
WARREN: err(.) ok. Can I ask where
PETER: I mean if anything saying that I don’t enforce things enough well obviously 
that’s why we’re going to the therapy, but (.) err I’ll be the one who (.) as I said who 
gets cross the most. (.) really.
WARREN: are there any other aspects of being a dad in this family that you can think 
of as well
PETER: I mean well yeah there’s yeh (.) there’s the positive side being (.) a family 
unit and although I’m not the head of the family it’s shared and that and you get the 
(.) good sides of being a parent, a father but at the moment it just seems that although 
we’ve been going to therapy but it does seem very difficult err (.) as the boys (.) we’re 
busking it really, err I mean we’re learning something new everyday. So nobody told 
us what it was like to be a, or how you should be a parent.
WARREN: You said no one told you about how you should be a parent where do 
you think you got your ideas from about being a father?
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PETER: well learning it now. Jane’s very good with children. She understands 
children. She’s very patient (.) and err (.) I can be very patient in certain areas but err 
also over the years 'svith the err (.) hours that I work that’s been very difficult to be 
around all the time so (.) there are sections that I’ve (.) missed of them growing up. 
I’ve not noticed really. So you’re playing catch up. Learning more things about them 
and err (.) its difficult to err (.) bridge (.) that they have got a closeness with their 
mother that I envy.
WARREN: and you said that your not head of the house it’s something that’s shared 
(.) could you say a bit more about that?
PETER: yeh well .hh (.) yeh big decisions or most decisions I do ask Jane (chuckle) 
so I’ll ask Jane if I’m doing the right (.) the right thing (.) if I don’t do the wrong thing 
that is. If I do then Jane (.) Jane will tell me. But certainly learning that through 
therapy now that it is a family unit we should be discussing things we should talk. (.) 
you blow they have their own perspectives on life erm. (.) I haven’t taken that into 
consideration (.) they have their own ideas. So I should (.) I should be able to meet 
them part way instead of having it all my way, that’s not the right way, but that’s what 
we’ve learnt in therapy.
WARREN: Can I ask how do you think other men might describe what its like being 
a father or what fathers do
PETER: erm from general discussion that I have with people, erm most fathers find it 
difficult I mean there are a few fathers that (.) there’s err there’s a couple that I know 
which have mastered what it is of parenthood very calm and but may be that’s just 
their nature anyway. I think it does depend on the individual if your a hot-headed 
person it’s harder to (.) harder to err (.) be a parent I feel to be quite honest.
WARREN: you mentioned some of the challenges that were around to set down 
discipline and the time that you work that takes you away from the house are those 
challenges that you hear other men talk about or is it other things?
PETER: err (.) well no (.) some of them are at home earlier and that and don’t do the 
hours that I err do but (.) erm it’s hard to say I mean you just in general conversation 
you just I’ve done this and my kids have done that. They won’t really open up. 
There’s very few fathers who I know who could actually open up and talk about. We 
normally keep things close to our chest. I don’t normally talk to people. This is hard 
talking to you and its hard going to therapy. I don’t like it.
WARREN: This may be a difficult question but what do you think makes it hard for 
men to talk about what it’s like being a dad?
PETER: erm (.). 1 don’t think anyone wants to. Well you get this protection, protect 
your family you don’t really want outsiders knowing your details, your private stuff 
really. I don’t want people, I don’t want to have to explain myself to people I don’t 
feel I have to. erm (.) (inaudible phrase ). But also when you are asked these questions 
everything’s muddled for me, when questions are asked by erm (.) Mike and that I 
didn’t realise that we had we did have problems so and its discovering those as well
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but err you know its hard to find out what your wanting to know as well for me to 
understand that so it’s the case that we are private people . Don’t really speak to many 
people about my own life.
WARREN: So that’s something that’s quite new that’s come from being involved in 
family therapy
PETER: oh yeah definitely. Put it this way its put me off doing any other type of 
therapy or counselling because err (.) I don’t like talking to people.
WARREN: I want to return to that a bit later. But going back to what you were saying 
about what its like being a dad in your family and what your role is what do you think 
your wife might say about what you’ve said
PETER: most probably I don’t know really. I don’t know what she would (.) thinks 
well she obviously thinks my role hasn’t been right or doing the right things to go to 
therapy (.) or not just me I haven’t got the answers which I should have as a parent, as 
a father (hh) I’d be able to say to Jane should be doing this or should be doing that 
we should be able to talk about these things which we haven’t been doing. But going 
back to therapy it wasn’t until the last session that we realised that the family therapy 
team don’t really know; all they’re really doing is teaching us how to communicate, to 
communicate with each other and our children and talk things through. That’s what I 
seem to have learnt through what’s been happening now. We thought we were going 
to go to therapy for the answers. You know you do this and you do that and this is 
how you manage your kids. It isn’t that at all. So it’s quite good I’ve got hopes now. 
(.) After, err we needed quite a few sessions we knew that anyway, I remember when 
we thought the sessions were going to be over, the way that the talk was going and I 
have really got a lot out of the last sessions. It is about communication seeing the 
team taught me that. I do think also as a father I have let my children down on the 
educational side. I’m not an educated person I wish I was that I could relate to them 
in different ways and understand them and have the patience to understand them as 
well. Continually when your having, dealing with problems and your children 
continually in your face and not giving you a breathing space its hard to make 
decisions and the right decisions.
WARREN: you’ve started to talk about how things went in family therapy, I want to 
take you back to your initial thoughts and feelings about how you got involved 
coming along, what did you initially expect to gain from family therapy
PETER: I don’t know because we had been seeing someone before. We had seen 
someone with Charlotte. She actually dealt with the children, their social behaviour, 
really that side of things and (.) one thing that I hhh found at the end is the erm it 
turned out from (.) well it seems to me that it was all my fault that everything was 
going wrong. I was being blamed for my anger (.) erm and that was a that was a hard 
pill to swallow really and that’s what I felt there as well at the beginning. I felt as 
though sooner or later its going to come more to I’m the problem, that was a worry (.) 
cos I didn’t want to be the problem. (.) Obviously I am. I’m not the complete problem. 
So ere and that makes you very defensive. So for the first two or three meetings or 
that it was hard to open up even more because I felt as though (.) erm I was putting 
myself in it really. That I would be named and shamed.
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WARREN: yeah
PETER: which I realise now, it isn’t just me it is the whole family unit we’ve got to 
do something about it, which we’re working on. But that’s the hardest thing going to 
therapy or seeing people like yourself is that err we don’t know what’s going on in 
your mind but I, err you know, you do have the feeling is it m e, is it me doing all this 
is it my fault. All of a sudden the children are only see once or twice, I can’t 
remember. Now and then it was mainly me or Jane that was seen so then in my head 
it was they can’t see anything wrong with the children cos they would ask to see them 
more otherwise. And then I thought now they’re getting to the real root of the 
problem. So maybe when there’s an argument I’ll be blamed by Jane or the children 
and that it was my fault and more than likely it is cos I haven’t handled the situation 
right. Cos what you don’t want is for people to see that as well. Cos in your head you 
think I’ve done it wrong this time, next time I’ll get it right. But that never happens, 
you never sort it out in your own head, you do need people to help.
WARREN: I’m just wondering if initially if you were feeling blamed, how was it that 
you were able to go and attend the sessions?
PETER: I had to that was a father’s role, admit to things as a father I had to admit 
that I was, yes that I was that it was not right what I was doing as well I needed to I 
needed help and I didn’t realise that. I did it for Jane and the children at the end of the 
day and my own. But what I didn’t want to have is to be a failure. And end up one of 
the statistics of being, living on your own and your wife and kids with another dad.
WARREN: was that fear something in your mind before coming along
PETER: yeh
WARREN: you said that from your previous experience you felt that you were being 
blamed and initially that’s how you felt in the sessions. I get the impression that you 
think that may have changed during the sessions
PETER: yeh I’ve realised now that (.) I can make those changes if we work as a 
group we needed to work as a group Jane was already willing to work as a group and I 
wasn’t willing to listen. The children we’ve got to teach these skills to and they’ll 
learn hopefully, it will put them in a better position than what we’ve been in with our 
children with their children. Discipline w was different when I was a child. We said 
we didn’t do this didn’t do that but smacking was involved and my father I hardly 
saw anyway. It was just my mum and I was out a fair bit, I hadn’t learnt anything 
from my family but I should be able to teach our family now, yes teach them there’s a 
better way.
WARREN: hearing that it sounds that if in understanding what a dad is you didn’t 
necessarily have a clear idea from your own dad and that’s something you’ve 
developed for yourself?
PETER: yes. (.) I’ve had a tough time with my father really. (.) I mean there err my 
dad was very quick tempered but he never smacked me and it would be over in a few 
minutes and it would be forgotten but my mum, err, she would be able to not talk to
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me for days(.) so err (.) that’s difficult So I didn’t want to be like that with my 
children. So although I lose my temper with them it is over and done with very 
quickly. If I’m angry it is over and done with and that’s it and I can move on. I won’t 
hold it against them.
WARREN: I mean in talking about your position as a father, you’ve talked here a bit 
about your relationship with your ovm dad. Is that something that you thought about 
while you were going through family therapy
PETER: I’ve always known that side of my, but you tend to blank it out, and get on 
with life. But obviously you analyse these things. When you go through therapy you 
do start analysing a bit talking now I’ve just really, you suddenly think bloody hell; (.) 
but as I say I don’t want my children growing up I want them to know the right way 
to deal with people not just with families just through life they can talk about things 
and not get angry and not loose tempers and that. And the funniest thing is over the 
big things you think I would lose my temper over I can be quite calm about that, but it 
would be the littlest thing that would make me err make me mmm snap, well not snap 
but you know make me cross. So if they broke an ornament of ours and that and it 
was special to me , unless it was my guitar, I could deal with that. I’d be. I’d be upset 
but I would know that they didn’t intend to do that but then if they came in the room 
and threw something across the room like a toilet roll or something like that that I 
would really lose my temper over. Cos its disrespect. But its my fault cos I should be 
teaching them respect what it is. And that’s what I’m realising now, that it actually 
does all come to my, does all lay at my doorstep at the end of the day. So where I was 
worrying about people thinking you’re the one its your fault, I can accept that now 
and I realise now I that ^  do have to change things is down to me no one else and 
move on which we will do. This is what’s helped. That’s what I figured out.
WARREN: you mentioned a bit earlier you said sort of going through therapy makes 
you think and reflect about things more, how has that affected, erm your position as a 
dad
PETER: sorry could you say that again. You don’t mind if I have one. Do you want 
one?
WARREN: no thanks.
PETER: giving up today (laughs).
WARREN: You said how being involved in therapy has made you reflect and think 
about things more than you have done
PETER: Mmm
WARREN: What effect has that had on you being a dad and how you are as a father
PETER: I don’t know err effect the feelings, I could tell you the feeling is may be sad 
that I’ve for all the years we’ve maybe struggled and we should have got help earlier 
and didn’t realise we had a problem. It was only through Jane’s counselling that has 
pushed us into doing this therapy, I don’t think we ever would have erm. As of
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helping me as a father, that’s the question I think you asked, erm it’s given me a lot of 
strength now. I feel as though I can deal with this and that it will work we’ll all 
become better people for it.
WARREN: It sounds like you’re more confident about
PETER: I am more confident about knowing what we should be doing now, read up 
books on it and spending a bit, more time with the children, discussing and, err, you 
know, err not being afraid to deal with it head on, but being tactful the way that we do 
deal with it because they are children at the end of the day. And discussing things 
with Jane is going to be a help for her. So I do feel confident about the future where 
as before I didn’t really know what to do. Literally it was the last lesson that I 
twigged. I’ve started to twig. That we didn’t end the lessons sooner, we hadn’t dealt 
with what the problem is (.) but we feel as though now we will be able to get there. 
(.) Its understanding the team’s roles as well, as I said, we didn’t know erm what to 
expect, we didn’t know what they were going to teach us or (.) we laughed about the, 
you know when they have the little chats together, you know, you feel awkward not 
with all of them just Mike I felt awkward with, but hhh what seemed funny is now 
seeing things coming to light and thinking all these people here are able to talk things 
through and err although you don’t grasp it all, the parts that you do grasp makes 
sense. It’s nothing to be embarrassed about. That’s how we should be able to talk.
WARREN: you said it was difficult knowing what the therapists were about and how 
they were going to work, is there any other experiences you’ve had in the past that 
were similar that you could draw on.
PETER: no, no, err not really, no, (.) the other, in therapy the there’s only the other 
therapy with the children really that was involved but as I said I was made to feel as 
though I was the one, in fact the last session with her I ended up crying she upset me 
so much that I felt it was my fault and I realised no it isn’t. (.) it isn’t (.). well its no 
err thought err the (.) err it’s nobody’s fault were all just learning and that.
WARREN: You’ve described in a number of ways what it was like attending the 
sessions, how do you think that was different from your wife’s
PETER: Well I haven’t been on err err what with Jane’s counsellor you’re saying?
WARREN: In the family therapy sessions itself how do you think your experience 
might have been different from Jane’s
PETER: because it’s the first time I have ever done it. Jane knew what to expect she 
could quite easily sit there and quite happily tell you the problems (.) and she and 
whereas I was very closed up and I, and I failed to say still feel it difficult to talk 
about the err what’s going on in my head. Not only that there’s not a lot there really. 
Jane thinks there’s a lot more to me than what there is really. There’s not a lot there, 
(laughing)
WARREN: it sounds as if you may have discovered things that are there from what 
you were saying
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PETER: yeh yeh I have. (.) err Yeh I have discovered more about myself being that 
err (.) that there is a side to me that that can err (.) deal with this meet this head on 
them a strong side (.) that’s where I feel as though I need to be, to be the pillar. I 
need to be the person who can hold eveiything up in a time of crisis and not falter. 
That’s where I should be and know the answers. But I’ve also got to make sure that I 
take time out to find the answers and not act irrationally, err I need to be able to think 
things through. (.) But that is one of the things with me though err is (.) if I have the 
chance to think things through I will get it right. Its very hard to err act right on the, 
on the spur of the moment. You know so some times I don’t do it the right way but if 
I was given time to think about it first I could do. But its not always possible to say 
hang on a minute I’ll just go away and think about this and I’ll come back, but mavbe 
I should be doing that. Maybe that’s what I should be doing. If the children come to 
me with a problem then maybe I should say to them, (.) make an excuse, go to the 
toilet or something think it through come back and deal with it; instead of acting there 
and then. And if I did that thinking of it now, if I did do that (.) I would have better 
results. I’m sure after a while I’d, I’d it would get into a habit where it would come 
naturally. That’s what needs to happen. I can get it that its second hh nature to deal 
with these problems really. Well not problems well deal with anything. Cos they’re 
going to they’re going to throw a lot more at us in life, (.) they’re gonna go through 
their different stages and we’ve got to understand that. (.) But we’ve also got to 
discipline, within reason, and we have to be, err, ok if you do that, we’ll do this. 
Which we weren’t doing before consistently. Thing is with Jane’s background her 
childhood , hh where she was err hurt or whatever as a child she’s always there to 
protect the children, whereas with my background I was never hurt as a child, so if I 
do get angry she’s worried for the children, although I know I wouldn’t do anything 
cos that’s my upbringing, Jane’s was worse so she’s ready that there to protect all the 
time and you can see why and I’m understanding that.
WARREN: and that difference was that something you’d thought about before family 
therapy or something that came out through the work
PETER: erm (.) it well it must have come well I’m realising it now so it must have 
come out through therapy that I’m thinking about the way that Jane, the way that Jane 
works through things really. I can see a side and I had to understand her side, her 
emotions toward the children for us to move forward anyway. Like she has to 
understand my side.
WARREN: you mentioned there that one of the things you found difficult in the 
sessions was saying what you were thinking and feeling. Were there any other things 
that you found difficult or things that you found easier in the session?
PETER: erm I found it easier when err the woman’s there. Erm I find it very hard to 
relate to Mike (the family therapist). Umm I must admit I do find it hard. I feel 
sometimes that err he’s not really taking in what we’re, err what we’re saying he’s 
ready to move on with the next and I’m not. I’m not, Jane feels the same way as well. 
(.) But I don’t know whether he’s a father or not. Err you know I get the impression 
that he isn’t for some reason. (.) But I found it, I found it very easy with her she’s, (.) 
she seemed to be err yeh err more understanding really, realising and err
WARREN: What difference do you think it would make if he was a father?
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PETER: I don’t know really, I suppose sort of just (.) I don’t know I feel as though 
she’s a mother (laughing) and I think she can connect with us, knowing that you know 
it is isn’t straight forward with err children. Hhh whereas with him with Mike err 
some of the things he said sometimes. He you don’t really understand what we’re 
saying or you wouldn’t really be asking that question, and I can’t , I can’t put my 
finger on it. But erm that’s you know that’s the way I feel. He’s a special bloke don’t 
get me wrong. Don’t get me wrong, but
WARREN: so for you it would be important for the person asking the questions to 
know what its like to be a father
PETER: I feel yeh, whoever does deal with it you need to have first hand experience 
of, because they will know what works.
WARREN: What do you think they’re understanding of what it was like to be a dad?
PETER: errm I er sorry what they? I’m not sure what you mean
WARREN: what did you think their ideas about being a dad were
PETER: well no this is it now. This is it. Going back to one session we had. I’m 
realising that in a way, it doesn’t matter its about social skills. So (.) that’s what I’m, 
I’m mmm what I’ve said about Mike was in the past, I do feel that err, I suppose also 
that because err we felt as though he wanted to end the sessions. And because he was 
saying you know your wonderful people you draw me in. hhh you’re doing everything 
ri^ t. We know that we’re not doing everything right we know that or we wouldn’t 
be there. Mmm But that one session when everyone came in and was \talking I 
realised it was about social skills then. And that is something that Mike is good at. (.) 
so err (.) does it really come into it does he need to be a father really ? I suppose not. 
With social skills err not. Perhaps they should live the nightmare (laughing).
WARREN: you said that you found it easier to communicate with the female therapist
PETER: yes, you know, there was just err a calmness about her, err and she didn’t 
hurry you, Mike would say the occasional thing where he’d say we can’t go into that 
in this session we haven’t got time and is suddenly us and them, erm , scenario, err, 
almost. You know if you’re really hitting on something then surely you should open 
it up a little bit ff, you don’t need to say to someone, I don’t go round to a customer’s 
house when they’re looking at windows and then say well that’s it now you’ve had 
your time, I haven’t got time for that if you’re doing your job, you do your job. So 
sometimes it seems as though there’s a err there’s a we were being hurried in on 
occasions and you would leave there thinking you that didn’t go to well really.
WARREN: So it sounds like the time and the space is something that helps you to 
contribute in the sessions is there anything else you think?
PETER: Erm no I mean. Erm We’re learning that session I was talking about, who 
ever does these courses they should really go in for the duration they should really, 
have as many lessons as they can, erm in these teach-ins, because you do suddenly
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twig. Its not easy for everyone, some of them might have twigged what I have now 
after the second session that’s what it’s about. Some other people are a little bit 
slower in realising because they’re bogged under and fogged up. So its just erm just 
moving th clouds out of the way and being able to see a little bit and you can move 
forward and it can take some time for some people to move the clouds.
WARREN: How much attention do you think was paid to the position of the father in 
the family in the sessions.
PETER: I think a lot is paid. They ask me questions and erm, you know, it got to erm 
me thinking oh Christ don’t look at me when you ask this one, but equally with err th 
err what’s the woman and the man, time is spent equally on both sets of parents. So 
err you are included.
WARREN: Do you think mums and dads are involved indifferent ways or
approached in different ways? Or is that done the same?
PETER: I don’t think so. Err again I think it’s err. They do take you on board as err 
as a group. They’re not individually of how you feel or err, they do ask that I 
suppose, but they are dealing with you both at the same time. Its good. They’re 
including you as a unit so you feel you can speak as a unit cos that’s how you’ve got 
to carry on as a unit if that makes sense.
WARREN: how do you think they understand what you do in the family, your role or 
position?
PETER: I don’t know how they understand it, I don’t know what they’re thoughts are 
on that. So it’s a difficult one to err I err can’t err I don’t know what they think really.
WARREN: you talked about at times you found it initially difficult to talk and say 
how you felt. How did that develop?
PETER: well it did get easier. Ah I ere I at one session we said look is this over now 
or we’re getting the feeling that these sessions are gonna stop and we don’t want them 
to stop and err to take that away now I think to take that away now would have been a 
problem as we were getting somewhere ourselves where we were feeling comfortable 
with it. So err its err once that barrier was taken out of the way the team rang 
through; once that barrier was taken out the way I was I did feel able then to open up 
a little bit more but because we never knew . if they’d said right you’re gonna come 
to us you’re gonna have fifteen sessions, your gonna have six sessions or five 
sessions, (.) in a way it would help cos then you’d definitely know how long it was 
gonna go on for, erm, but you would never know how long these sessions were going 
to take. You don’t know how you don’t know each individual is different. So, erm 
but then in a way I wouldn’t have felt hurried. (.) so if it was a case of you went 
along and they said we going to work on this this week we’re gonna talk about this 
and then what we’ll do at the end of the lesson we’ll discuss where we’re gonna move 
erm forward, what we’re gonna do next, that would have been a good thing. Cos you 
realise it would have been upto you if you were going to end it then. Up to us not
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them. So erm, (.) that’d, that would help, it would help open people to open up then. 
It goes back to what I was saying before that sometimes it was well we haven’t got 
time to talk about that know. Then you close up. Soon as you as that’s said for me, 
the wall goes, my defences go up right. You know don’t need you’re bloody help 
anyway. I’m alright (laughing). But then that goes back to that person what their 
childhood was, their upbringing, how they was treated as children. If I’d had parents 
who would shut me out, and then I have someone who says to me, well we haven’t 
got time for that, I don’t need you, manage without you.
WARREN: so you have described this process where you were cut short, your 
defences would go up and you wouldn’t want to be involved
PETER: yeh
WARREN: Were there any things the therapists did or kinds of questions they asked, 
if any, that helped keep the defences down and keep you involved?
PETER: Erm (.) well yes. There was loads of things they did, they did which was 
great as I said like they err the talking to each other, and the talking, asking questions 
to me and Jane about each other and what you were. That was err enlightening, that 
was good. So there’s loads of positive sides. There’s only a few negatives, there 
really are, and you know I’ve just been trying to be truthful about the situation. Even 
this is hard just talking like this is very hard and to keep your mind on that track as 
well. Cos I’ve got a million things going on.
WARREN: do you think how you’re =
PETER: =(.) erm the only thing that does worry me, sorry, sometimes is that and I did 
go off on one where I put my err heel down and stick to something and disagree with 
Jane was. The only thing I do find hard is being. If I was seeing a counsellor on my 
own, I could say what I wanted and it would be confidential, it doesn’t matter what I 
say about Jane. Err but it’s very difficult to speak sometimes with Jane there cos I’ve 
got to watch her feelings as well and the fact that she does suffer from (.) depression 
and I got to be got to be err tread carefully with what I’m mmm I’m saying. Might 
not always totally agree.
WARREN: Do you think that’s a slight difference between the two of you in the 
sessions
PETER: Yes, having to worry about Jane cos I’ve had to worry about Jane for years. 
That’s one of the problems that’s come to light why (.) I m i^ t be err. I’m the one 
who’d err who’d deal with the children, maybe a little bit more severe than normal. 
Maybe normal parent would, maybe, normal if there is a normal parent, where a 
parent might think err it’s just kids let them get on with it. I’m there to defend Jane, 
which I shouldn’t be doing cos I’m worrying about her feelings and her saying I can’t 
take anymore. I’ve had enough, so having to worry about that. It’s only a year ago 
that she tried to commit suicide, and that’s a big thing to deal with. (.) and I know its 
affected one of the children. The other one doesn’t know. That should never have 
happened. It should never have got to that. (.) But then that does make me because it 
err it mmm she err nearly went (.) no I’m not exaggerating she nearly went. And err 
(.) so I do find myself defensive cos I don’t want to find that happening ever again
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and realise what we could lose. That’s another thing about going to family therapy 
you don’t realise what you, err a lot of people, me and Jane have a strong relationship. 
I love her more than ever. (.) but you don’t realise that until you nearly lose that. (.) I 
mean how many divorced couples have that you know have said that oh god I wish 
we didn’t go through with it. It’s too late. We’ve nearly been there, lost each other. 
It does make me defensive towards her and if they swear at her. I err, I see red. They 
shouldn’t speak to her like that.
WARREN: It sounds like there’s a bit of a dilemma between being supportive for 
Jane and also being there for your children and that was something...
PETER: ...and running a business (small laugh) and dealing with other people. Cos 
really my skills in that area are good. Work, work side (.). With the people who work 
for me. We’ve got about fifteen people who work for me. So I’m alright there I can 
deal with that and I’m level-headed, maybe a little bit too level-headed. Sort out most 
problems or there’s a crisis I can deal with it. Its very diffic, different though when I 
come home, because when I come home I’m drained from dealing with the problems 
and I’m drained with having to deal with Jane’s problem, which has affected the 
whole family, really, if I could apply my skills from work at home it would be great. 
But they can’t fit windows so what’s the point (laughs)
WARREN: How do you think family therapy, if at all, has affected that process of 
being you level headed at work and then it being slightly different at home?
PETER: umm err its second nature at work how to deal. Its err umm its err the time 
it’s a real problem at home and work like if I’ve got a problem at work that I bring 
home. (.) like at the moment I’ve got a problem that I’ve brought home. My head 
spinning. I’ve got a headache, from it, you know and then it’s difficult to be to do the 
right thing with the children and act in a rational way cos its just you’ve had enough 
and then that depresses me, if I’ve acted in the wrong way because I know I, I know I 
should do better by my family cos they’re more important (.) anyway. (.) But then 
you’ve got this worry about but yes hang on a minute we still need money to survive 
the kids aren’t going to have their things without me going to work and doing these 
things. So its hard when Jane says, (.) do you have to work late tonight and I think 
well I haven’t worked late for a couple of nights so err (.) I’m taking off more time 
than ever to be with you. I’ve taken off two days a week, you know, more than most 
people, hhh and err so erm (.) I do take off for Jimmy’s football, he has football every 
Saturday so err, I take err. I’ve started to take the mornings off on a Saturday to go to 
football. (.) now for the last few Saturdays I just haven’t been able to do it for one 
thing or another, and then he says err I hate you dad, I hate you not coming to my 
football, no you never come, and I say to him I do come, I err mmm came to most 
games last year. No you never, and they forget and that’s upsetting. Then I become 
defensive. If you’re going to be like that I won’t come to any. Its not the way to act. 
Really it should be the case of, err, being quiet and understanding, you should 
understand, he’s disappointed, that’s all it is.
WARREN: its sounds like its tough to meet these competing demands.
PETER: yeh if I had a normal nine till five job and there was no real worries there. If 
it if the worry is that if anything happens its my money that goes down the err plug 
whole. If I worked for someone. Yes I could be made redundant but then I could get a
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job some where else if its that easy. But then also I know that I couldn’t work for 
anyone else now because I wouldn’t have the time that I can where if Jane suddenly 
needs me I can take that time fine.
WARREN: so thinking about those different roles...
PETER:... it’s a complete balancing act. It’s a complete balancing act all the time. 
WARREN: was that considered in therapy?
PETER: err it would have been something I might have been embarrassed about even 
more to talk about really. (.) It err I sup it could have been I suppose yes it should 
have been asked what is it you do, what sort of hours are you working, what other 
pressures do you have. But it doesn’t really change the outcome. I might have 
pressures there, but a lot of people do. So it doesn’t really change the outcome.
WARREN: Do you think it might have changed the sessions?
PETER: No, I don’t think it would have really. Really if I’ve got some problem there 
I should be sorting some other counselling, if I find that a problem. I mean I said I’m 
grasping now the idea of this, what I’ve been doing with them is social skills with 
your children and your wife, your family, your unit that you deal with these problems. 
I’m not letting anyone in so I’ve got to realise that I’ve got to let people in, but with 
Jane’s depression I can’t let her in to my worries cos that will upset her even more. So 
I’ve got to be able to. There’s one person I know who I was speaking the other night 
and he owns a big building company big er make houses and that, and err he said to 
me, and I said to him how do you cope with all the pressures and that because he’s 
dealing with millions and millions of pounds and that and he said I leave it all by the 
back door. He said as soon as I get home it’s left by the back door and it stays there 
until I go back to work. You know I just thought bloody brilliant really if you can be 
like that if you can leave it all at the back door. I err but there again he might be really 
comfortable. I mean they’re well off, it might be that he’s got to a stage that with err 
money that he don’t have to worry about the money side that he’s so comfortable that 
he can afford to leave it by the back door. Can we turn it off while I go the toilet.
WARREN: yes sure.
WARREN: I’ve started the tape. There’s one point I’d like to go back to and clarify 
briefly. How do you think you were encouraged to get involved in the sessions.
PETER: Jane had spoken to the doctor and well we had already had this one well not 
really therapy and I didn’t like that and err her counsellor said you really do need help 
err with family therapy she felt that that would be a good thing. So did our 
psychiatrist. He thought it would be a good thing to help Jane. So it was all about 
helping Jane as well as. And she spoke to the doctor and they put in well obviously 
into the clinic and then we went to see them. It was Jane’s idea I wouldn’t have err 
carried it through on my own erm err but it has been good so I’m glad she did now so 
something positive has come out of it. It makes you wonder how many other people 
suffer without doing these things. I mean at one stage me and Jane did go through a 
bit of a bad patch err (.) but it wasn’t it was everything that was, you know, (.)
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therapy for just me and her wasn’t the answer, therapy about the children and the 
family unit was. It makes you think how many people don’t go down the right road.
WARREN: What would you say to other dads who were thinking of getting involved 
in family therapy?
PETER: Well I’ve got some friends now who have been to relate and they’re actually 
splitting up, they’re divorcing and its really sticky at home for them at the moment. 
I’m listening to what they say and he’s very similar to me. He’s a worker with his 
own business, and he works a lot of hours and that and hhh I’m thinking he’s, he err 
he’s undergone anger management and err I’m thinking you really needed what we 
have got. It could possibly have saved your marriage. I’m not talking about each 
other, you’ve got to improve things at home with your children before you can with 
each other. That’s how I feel anyway. Jane will appreciate me more being able to deal 
with the children the right way because that’s the type of man that she’s married and 
has wanted. Possible from Jane’s point of view she wanted to many, have children 
and have a happy family. Well I wasn’t making it happy, (.) which I can do, I can err 
make it right. I know it will make her happy and ease her pressures, unless she met 
another man, well I can’t help that, that’s one of those things. How many pressures 
are created at home through not dealing with things properly in the first place with the 
family with no discussions. How many people sit down and watch Coronation Street 
and Eastenders all night and not talk. You know instead of doing other things really.
WARREN: is that something that was done in this family or something that has 
developed through coming to family therapy?
PETER: erm, (.). I do have my moments, I was talking before for the benefit if the 
tape when I broke my leg. What you’ve got to understand is that before I broke my 
leg I was a very active person. It really did take a lot out of me, cos as you get older it 
is harder to get over these things and err I srill get pains and throught hat I did develop 
arthritis. Everything came at once sort of going a bit down a slippery slope now erm 
so with erm the children I used to come home we used to fight and play for hours with 
them. It was a good time, but after that things got a little bit more serious at work, the 
company grew. You know I was aching and that when I got home, it was err working 
late. So all of a sudden this person whose been fun for the children has stopped. Dad 
you never play with us, you never fight anymore, not anly that they get bloody hard to 
play fight with as they get older as well. But occasionally we’d have little sword 
fights, play games together and they love it and they get over excited, over excited 
really. And oh crumbs I’m not doing that again tomorrow its just getting too much. 
But it was something that I had for them and I took it away. So err as they see it 
your boring dad, you never do this anymore you never do that. And I am a fun person 
I have got a good personality, I am a fun man and do find that over the years I have 
become less fun. Also having to be having to take over the role of err of (.) err the 
punisher. You know. Err I don’t like to be felt as though I’m the bad guy all the time 
I don’t want that feeling at all. And that’s how it does feel.
WARREN: Has that changed at all during family therapy?
PETER: Yes. Definitely, definitely. As I said as the fact that we can talk about things. 
We now know what we’ve got to do, we know how to deal with things. We just got 
to work on it. We’ve just got to carry on working on it and not just let it go again. So
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sometimes we might lapse back and not give them their consequences and you think 
we should have followed that through Jane. That’s the hard thing cos I follow things 
through and Jane doesn’t, hhh So we might have a consequence and tomorrow night 
if that doesn’t if it hasnb’t been the case that they’ve gone to their bed when I’ve said 
NO go to bed now, no, and I say I’ve let you have an extra half an hour come on be 
reasonable. No. That would be one of them cos Jimmy’s pretty good. That would be 
Rormy. So then I’ll end up getting cross, and I’ll say so tomoorow night, I you’re 
going to go to bed at half past seven. The trouble is that that next night I might be 
working and err Jane won’t follow it through. So then he’s got away with so then cos 
your not err he’s err cos your not keeping up with it all the time that’s a problem. So I 
need to get to a stage where Jane, and she is getting better, realises that she does need 
to carry that through. Of course for her, I can’t cope Peter, I can’t cope. She can’t 
cope with doing that because you do send them to bed early or you give them some 
consequence like empty the dishwasher err and err there’s such an argument about 
doing it. They will do it in the end, but its that constant battle and that’s what Jane 
can’t cope with. And that’s why itts err left to me and that’s why ifeel err as though 
I’m the one , I’m the bad guy here. I’m not really like that and maybe its not until 
later in life when they get that little bit older that they’ll realise. (.) You know a lot of 
fathers through what I understand connect with their children when they’re older. 
You know really connect. I’ve connected more with my father now than what I ever 
did. But you’re a little bit more grown up you can communicate different, see a 
different person in your father then. Hopefully, you know they see someone they can 
go out with and have a laugh with. Is it the miserable old bugger.
WARREN: so do you feel that through family therapy you become less of the 
disciplinarian in the family?
PETER: I err I yes, no I still feel that. I just feel as though Jane needs to help that 
that help take over that role a little bit and again work as a team. She’s realising that 
because she’s backing me up. Occasionally she won’t and that infuriates me. So if er 
if I say err if I say to if err I say to the kids well its ten o’clock now go to bed. Jane 
might end up making them a sandwich. Then they’re going to be down tomorrow 
night and the night after. Just say no. But that’s where she finds it difficult. And I 
err it’s a hard subject to err (.) pick up with Jane as well. She needs to back up a bit 
more, (.) but I do understand. Although nobody can truly understand depression 
unless they’ve had it, that she err its difficult for her I do understand that but I do 
we’ve need to move forward so (.) we need to have set plans really. So that was a big 
thing how do we what do we do with kids, and the therapy team came up with give 
them consequences. That worked. They though it was funny at first. At first they got 
themselves consequences to see what they’d be like but now they don’t like them.
WARREN: So you found it useful when suggestions were offered?
PETER: Yes, yes. And that was the hardest thing getting the suggestions. They were 
not that forthcoming with suggestions, but they are when you realise later on what 
they’re actually teaching. Have I got it right is that what they’re teaching more social 
skills or is it just what I’m seeing. Cos that’s what I’ve got from it and that’s how its 
been helpful.
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WARREN: I wonder if I might take you back to what you said about having to think 
about the affect of what you might say on Jane. How did that affect your involvement 
in the therapy?
PETER: A lot really Tm still balancing, all the time I’m still balancing. I’d be more 
enthusiastic to Jane about these meetings that we’re having. I’d be enthusiastic with 
Jane and they’re great they’re really working and that, mind you I hope, I do hope er 
(.) err (.) I do wonder about it sometimes you know. (.) But I can’t tell her that. But it 
is starting to come through to me now what I am seeing, but with Jane and her 
counselling its just like putting on another glove for her, its straight in and talk from 
day one. Err (.).
WARREN: so I’m thinking about how the challenge that you’ve described about 
being involved and you found it difficult especially initially to say what you were 
thinking and having to be mindful of the affect of what you were saying that was 
having on Jane erm
PETER: but everything is going to affect Jane. Everything that is said there and 
everything we do at home was going to affect Jane really. So really I’m always 
tiptoeing. And then I’ll blow it. You know I’ll do one stupid thing, and she’ll 
comment on that and I’ll comment on it as well.
WARREN: do you think the therapists were aware of how you tiptoe and understood 
that?
PETER: No err no. I don’t think they know enough about Jane and her depression, no 
being told that she’s manic-depressive and all and got a personality disorder, I don’t 
think they know about that unless its written to them(.) beforehand about that. But 
there’s no profile taken of the people there’s no questions asked at the beginning(.) 
you know what the history behind this person is err what illnesses does this person 
suffer, what does this person do for a living there’s no questions like that asked. So 
they can’t, err they don’t know that, so they’re finding out bits and pieces every 
session as well.
WARREN: Do you think that would be useful for them to know or might that be 
misleading?
PETER: I think a profile could be helpful and then and then, learning about them 
illnesses and learning how to deal with people with them illnesses. But then how 
much can you learn? How much do you know about people who suffer from 
depression? Cos they must come across that a lot cos a lot of the people they see I 
would imagine fifty percent or so are in some sort of depression through what’s 
happened, to come to them in the first place.
WARREN: As someone who cared for and been with someone whose had
depression, how do you think those challenges were understood?
PETER: on my side, oh err, well I don’t know cos I don’t know if they understood 
Jane’s , err Jane’s err jane to begin with. Really. So err. Imean I’ve just been thrown 
into it I didn’t have a choice in the matter. Jane’s got depression and I’ve just got to 
deal with it. But no one’s ever sat me down and spoke to me about how. There are
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probably courses I could go on, to help people who people who they are living with 
but I haven’t got time for that. Not only that I don’t want to go cos I don’t like 
talking. That’s another prob, problem the pile to deal with. More sessions to go with 
and I haven’t got time to deal with that. Well I have got time for it I just don’t want 
that pressure, don’t want to deal with that as well. I’ve got enough on my plate 
without going to all different kinds of meeting and that.
WARREN: in terms of when you were going to the sessions has your attitude stayed 
the same or changed about...
PETER:... my attitude has changed because I can see the meaning to it now, which I 
didn’t see to start with. I mean the first two meetings err the first two sessions what 
you would have had I would have imagined, there were two people there, who were 
happy go lucky and we’re doing everything right, cos that’s how we’ve gone into it 
our defences are up. Maybe not so much with Jane, but definitely with me. So, so its 
taken a while to get into behind my err my wall but then I’m prepared to let it down 
completely. But err (.) then these barriers did come down, so I was able to speak a 
little bit more freely, but then as I said you know your balancing cos your not going to 
get the same out of me as when Jane’s there, because I am balancing all the time. I 
don’t want to hurt her feelings. I don’t want to turn round and say its her fault. (.) err. 
(.) Because that’s what I feel. (.) I do feel as though a lot of these problems are 
because Jane isn’t coping and I’m having to cope with her, with her side as well, but 
then (.) I should be able, I should be working with her. I realise now we. I’m trying to 
get this out right. I realise that we should be working together but also I can’t be there 
all the time because I have other things to deal with. Jane doesn’t work at the 
moment, so I would want her to be stronger at home, to make it easier for me. But 
she got to a stage where she couldn’t cope anymore. They’re your kids as well 
you’ve got to, you’ve got to deal with this. You deal with it. You can see her side. 
Sometime I just want to phrrr. You know just stop it all. I didn’t mean it like that. 
You know just stop it all from err just a bit of peace. It’s hard as I say you come 
home and your dealing with, you come home and then you’ve got to deal with the 
problems at home. Then there’s Jane’s problems, (.) hhh and the kids keep coming 
down and they’re, err they’re getting in your face really and its not really having any 
time for yourself. Plus I’ve been learning the guitar for the last twenty odd years, the 
books there and the guitar. Twenty odd years do you know I can still only play a few 
chords because every time I pick that guitar up, Jane will come and talk to me about 
something or they’d be something that’s happened and I would have to put it down 
and err. Jane always says why do you pick the guitar up two minutes before we go 
out and I say they are the only two minutes that you’ll be doing something and that 
I’ll have time to myself. Its very difficult for me to grab my own time.
WARREN: You’ve talked about these competing demands and how you have to 
juggle them. Has being involved in family therapy affected how that happens?
PETER: it made able to stand back a little bit and realise that what I’m doing isn’t 
right the way I’m doing things aren’t right. Erm that we should be able to sit down 
and discuss things and that maybe I’ll be able to get through by reasoning in a 
different way. OK. In stead of getting myself stressed up if Ronny doesn’t want to 
read. OK you don’t want to read that’s fine. Don’t expect to pay out tomorrow when 
you get home. Because you’ve got to read don’t expect this. You see Jane will have 
treats on a Saturday she will have videos and normally bat of chocolate each for them
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that they have on a Saturday. Well to me come the Saturday if they haven’t been 
good during the week or they’ve really played up that Saturday they shouldn’t have 
that treat. But then Jane will say, yes but they have been good most of the week. You 
can’t just punish them just for that one day. And you think well I suppose your right. 
But I don’t see that at the time cos I’m tunnel vision by then.
WARREN: You talked about consequences and discussions about how you can be 
consistent with discipline. I’m wondering if there’s anything that err you’ve learned 
about being a father from family therapy?
PETER: mmm learned about being a father err, (.). Yes I’ve learned that I need to be 
(.) more understanding. I realise that if this doesn’t stop now, if this does stop with 
us, this going to passed on the next generation. So if our skills don’t improve now 
that we can teach our children this is how you deal with dilemmas this is how you 
deal with a problem, you don’t get out your pram and start throwing things around 
you talk about it. You talk about your anger you don’t shout about it. You talk about 
it. If we can pass this on now and calm them down, not only will it help them with err 
other situations in life with other people, but also with their own family, that they will 
know when they’re a parent, what to expect. This is how I’ve got to be, this is how 
my father was. My dad managed it and I had a great upbringing because of it. I know 
when they it’ll be there with their children I know it’ll be a consequence that’s what 
you’re teaching them. Losing your temper isn’t going to work it never worked for 
me. That’s how they will be thinking so we’ll do it this way. Or they’ll be able to 
come to me years from now and still ask me and I’ll be able to give them the answers. 
I’ve err that’s err I’ve that’s what I’ve. That is a father’s role really to have the 
answers, no matter what. Have some type of answer that makes sense. That you can 
communicate with your children and express err different things, different attitudes, 
different feelings, and be able to express that with your children and it will help them 
with their children. They shouldn’t need then to go and see people like family therapy. 
We can make them redundant if we knew or not redundant but work on other things.
WARREN: Peter, you’ve been very clear there about how you see the role of the 
father. How do you think other people in your family see your role and the impact if 
any family therapy has had on being a father in your family.
PETER: no I don’t know. I think err in fact I did blow up at the weekend. Completely 
blew everything that we’ve been working on. That upset Jane. You’ve blown 
everything, through that you’ve ruined everything. No I’ve not ruined everything 
because I’ve realised straight away, I was not happy with the way I behaved, the way 
I dealt with the situation, and I know that and its me whose got to suffer that now for 
the rest of the evening, and err so it isn’t. Yes we’ve stepped backwards and you 
realise Christ I don’t want to be here. So I’ve learnt something.
WARREN: How do you think Jane would see your position as the father in the 
family?
PETER: She would see it the way that I’m saying it now. I think that if she was sat 
there now and heard me say what I just said she’d be quite proud that I was thinking 
that way, and that’s what she’d like to hear, that I meant to, and err with her, but that I 
meant to be the one who can come up with the answers and take these problems away.
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WARREN: Do you think that would have been different to what she might have said 
before you became involved in family therapy?
PETER: No she would have been most likely thinking like that from the beginning, 
thinking like that before we ever met. That’s what I want from a husband. Well 
maybe not but err you know. She’s got her own problems with the way she’s done 
things, which she’s got to deal with, so I we need to be united there. That what she 
needs.
WARREN: I mean do you think she’s seen any changes in how you are as a father 
during...
PETER:... yes I think she’s seen it. She has seen it and she has mentioned it before 
so err.
WARREN: what are the things that she’s noticed?
PETER: that I can deal with things properly. She will comment if I will do 
something the right way she will say err you know, you did do everything right there. 
Or she might not say it there and then but she will when later in an argument well you 
did it really well the other day so why couldn’t you do it this time. So you know what 
you should be doing. That’s what she’ll be like. You know you should have done it 
this way. And then I think yes, I should have actually. You’re right and then I will 
do.
WARREN: On of the things you said before was that what was useful in the sessions 
was letting the two of you communicate. What do you think has been the 
consequence of you doing that in the sessions?
PETER: mmm she’s understood me a little bit more, understood what my problems 
are, where I’m coming from. She can see that I do need back up, you know , I can’t 
just do it all an my own, I do need her to back me up. Approve, if I’m doing it right 
approve the way that I’m doing it as well. I don’t know if that just answers the 
question you’ve asked?
WARREN: yes it does. I’m also interested in what you said quite early on in our 
discussion today how you came along, part of you was thinking am I going to be 
blamed, am I going to be taught things, but it was more about developing skills, I 
think that was the way that you saw it?
PETER: yes
WARREN: which was quite what you’d expected.
PETER: no it wasn’t what I expected and it didn’t it wasn’t, it just clicked in. cos we 
had said before the session no, we had said when Mike and the err. I’ve forgotten her 
name, when they went out of the room, the team had phoned through, cos we had 
said, you know, you’re making us feel as though these sessions are over and that, and 
the team phoned through and said no we have got things we can work on, and then 
Mike and the lady left the room. And when they left the room and the camera was 
switched off, and we said look we’re going to have to ask them, what is it that we’re 
doing here, what is it that we’re meant to be learning, what is it that they’re seeking to
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teach? Cos that what we couldn’t understand. When’s it going to happen that they’re 
going to tell us what we should be doing? But they can’t start telling us what we 
should be doing. Cos you know it won’t work for one person and won’t work for 
another. I mean what might work for one person won’t work for another. And err so 
right lets ask this question what’s your role. And then towards the end of that meeting 
(.) I think we both realised, I think Mike had to go out again and possibly that’s when 
I said to Jane, this is teaching you social skills, the way they’re dealing with it. 
They’re never going to be able to tell us what we should do. They haven’t got the 
answers themselves, but what they are doing is teaching us that all about talking the 
communication. And not putting yourself down and realising that you have done 
well. You know congratulating each other that’s what they’re doing that’s what this 
about. You know when someone like Mike stands up and says hasn’t your dad got a 
fantastic smile, you to be quite honest it err wound me up anyway but, I could see 
what he was getting at. That was at the very beginning. But now I can see what he 
was trying to do. I can see that. Getting them to realise. They forget. They see this 
one person and they forget that there us another side cos they haven’t stopped to look 
any more. No we shouldn’t be. We should be able to step outside the box and see the 
whole picture. You know but when you’re in there you can only see what you want to 
see. Is it see the wood for the trees or what not. That’s where he’s coming from now, 
that’s what I see.
WARREN: It sounds that realising what was trying to be achieved was an important 
moment for you...
PETER: ...but of course it was never set out. It was never set out so we’ve had to 
realise that. It was never said look what you’re here for is we’re going to teach you 
social skills, because if we had been told that it might not have worked. It had to 
dawn on us what was going on. So although there was maybe some lessons that were 
maybe wasted, that that person has to maybe realise for themself.
WARREN: So are you saying that by not being told what was to be achieved it can 
have more impact?
PETER: Yes. I think if you set it out and said we’re teaching you this we’re going to 
teach you that I suppose we would have known how many lessons we were going to 
have in a way, but that’s the fine line, you’ve got to say to someone it could take a 
while, it could be over quite quickly, you’ll know when its time to stop. That would 
take the pressure off there so you feel you could open up more. But if you said and in 
each session we’re going to do this we’re going to do that we’re going to teach you 
about consequences we’re going to teach you about this and that, that wouldn’t have 
worked cos we’re going to be oh lets get on to the next bit. It had to dawn on us what 
you were about.
WARREN: was that the same for you and Jane, or was there a difference?
PETER: I don’t know I can’t speak for Jane. That’s how I feel.
WARREN: what’s your hunch?
PETER: I reckon she’s yes after we’ve yes the way we spoke that she’s the same now 
she realises that you’re not going to give us the answers cos you can’t give us the
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answers to that but it is about we have had little tips here and there which have helped 
and it is about err communication. And if you’ve got communication there that’s half 
the battle really. If you can communicate with someone you’ve got an understanding. 
(.) with that understanding you’ve have respect. So err and with respect comes, err a 
fruitful life. Really.
WARREN: I suppose just thinking a bit more broadly, how do you think other dads 
may find getting involved in this kind of work
PETER: err I err don’t think it could work without having the father there. Do you 
have where you have sessions where its just the mum there and the kids?
WARREN: Sometimes that is who arrives for the session
PETER: I think you’ve all got to be involved if you want to get through this together 
you’ve got to all be involved from the beginning. Its no good letting someone else get 
on with it, cos it’s your problem as well. It isn’t anyone’s err ff fault what’s 
happening. So you can’t leave it to one person to go through it on their own neither. 
So you know to the idea that people are coming without the father you know, I think 
it’s disgusting. Well not disgusting it’s just (.) err completely blows my mind, 
surprises me. Cos you’ll never learn, they’ll never get it. Because this one person 
how are they going to then, tell their spouse about it, this is what you should be doing. 
He’s got to be able to figure it out as well. He’s got to be there and figure it out from 
the beginning otherwise there’s no hope. That’s how I feel. Err you know err.
WARREN: So you see going along to these sessions as part of being a dad?
PETER: You’ve got to hold up your hand and be responsible. You know you’ve got 
to be responsible err (.) parent.
WARREN: do you think there is anything in family therapy that’s particularly helpful 
or unhelpful for fathers?
PETER: erm no I wouldn’t say there is anything unhelpful because I’ve, err I’ve had 
good experiences from this. So there’s err the few things that we’ve spoken about, 
christ I mean is it six sessions and we’ve had nearly fourteen hours there so err no not 
fourteen hours, about twelve hours or whatever. That’s a lot of counselling so err 
there’s a lot of things we’ve touched on somethings I might not have agreed to but the 
the proof in the pudding is that it has improved things so err it’s worked. And that’s 
what we came for you can’t put that dovm. I’d do it again and I would recommend to 
people it err they should go and get what they can out of it. But maybe if, as you get 
older you realise these things, I read different books now which I never used to read. 
You know err silly things like how the mind works, social behaviour and things like 
that which has helped me over the last year. (.) so err its err if the person wants to 
learn really, want to improve themselves, Christ if I’d known about this ten years ago 
that would have been brilliant. But I didn’t. How old are you?
WARREN: thirty three
PETER: I wish I’d known it then. Those eleven years, (.) so err young err this could 
err young parents it must be so difficult for them. Something like that, I don’t know.
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maybe when you have children, maybe they, you should do it from the start. When 
kids get to five they ought, a bit like boot camp you’ve got to go along, got to go 
along for these sessions, and assess people and that and they could really help people.
WARREN: is there anything that might make it difficult for dad’s to get involved?
PETER: yes err only the fear like I had really of err opening up, talking and letting 
you barrier down. I mean that’s another thing I’m realising now, through this 
conversation alone you’ve got to let you’re barriers down to get the answers, if I don’t 
let the barriers down I’m not going to gain anything.
WARREN: do you think that fear of letting your barriers down is different for fathers 
than for mothers?
PETER: erm no. I’d imagine for (.) ah err it really does depend on the individual 
there. Cos you must have it where fathers are the ones who have instigated the err 
meetings and brought the mother along . You must have it on both sides, I think its 
really down to the individual.
WARREN: you don’t think there’s differences between men and women, when it 
comes to that
PETER: I don’t like to think there is. So err.
WARREN: Thank you paul. I really appreciate time and effort you’ve put into doing 
this.
PETER: No I’ve enjoyed it.
WARREN: is there anything else=
PETER: =even this I was dreading. You know at first I weren’t going to do it. But 
I’ve enjoyed it and I’ve even learnt through this. Things have come up now which I 
haven’t thought before. So, err I err I hadn’t really known about until thinking about 
and talking about it to someone. Gosh I might even go out and get myself a counsellor 
now (laughs) get my own psychiatrist (laughs) no.
WARREN: is there anything else you would want to say about what we’ve been 
looking at or any areas that I haven’t covered
PETER: no I think we’ve covered the ground well I just hope it err does help.
WARREN: You said that you’ve found parts of this interview useful today
PETER: this yeh. Like as I said more things have come to light in my head that I 
hadn’t really talked through that I hadn’t had chance to. and you see you asking 
questions about my role as a father. I’ve never really thought about it before. What is 
my role as a fath. We briefly looked at it this morning, before you came, when I said 
to Jane what’s my role as a father, you know, (.) and I can’t remember what I said 
now but it wasn’t what I said to you. Thinking about it more, and what you’re 
pushing out of me, finding out more and that, and you open up a bit more and you 
suddenly realise what it is.
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WARREN: It maybe that if you ask a lot of fathers what it is, they’d find it hard but 
we get our ideas from somewhere
PETER: a lot of people I mean the easy way is to say; I mean what we said this 
morning that I’m the provider. I’m the prov. I’m the one who puts the breakfast on the 
table. It isn’t that. That isn’t the role of a father. I’m realising that now through this 
session, the role of a father’s different. But most people would think that, (.) straight 
off the cuff and think, “The role of the father is to go to work, make money and bring 
it home, food for the children.” (quote in pompous accent). But it isn’t that, the role 
of the father is to .hh nurture their children and err (.) hopefully it will be of good to 
them in the future. It doesn’t stop here it goes into being a granddad as well. Why do 
people, why err why is it that you have people who are bad fathers but they’re great 
granddads? Because they’ve got more time for it. They realise that they haven’t done 
it with their children. Well I don’t want to be like that and be great with my grand 
children but was a horrible dad. I want to be good to my children and the grand 
children. I want to give back at the end of the day, there they are, take them back. 
I’m away now they’ve been good for the day.
WARREN: how do you think ideas about the your role as a father affected you 
getting involved in family therapy
PETER: ah err (.) I think it’s also about admitting that there’s a problem. Isn’t it? 
Nobody likes to be. If I’m at work I don’t like to be told what to do, because at work 
I’m the governor and it’s my decisions, but over the years I’ve learnt you’ve got to 
listen to other people. (.) So it’s the same at home really, you don’t like to be told 
what to do but you’ve got to listen. Same going to therapy. You don’t like being told, 
you don’t like to be told you’re not really doing things right. But they never said that 
to me. That’s one good thing there’s never been any criticism there, you know you’re 
doing it wrong, you got an attitude Peter, you’ve got a bit of a temper. Or Peter, 
you’re thick, you know all these jokes your making all the time there not funny. You 
know (laughs) you’re hiding, you’re putting that barrier up and its all hiding what you 
really are, open up a bit more. Being told we were doing it wrong wouldn’t help. We 
already knew we were doing it wrong or we wouldn’t have come to you. We’ve 
already conquered the biggest fear and that’s coming there in the first place. So you 
don’t want it rammed down your throat. But it never has been. But your err perception 
of err what it is going to be err that is what’s going to happen, you know err after err 
(.) after things. Err do you ever have it when your driving down the road and you 
know your going into a meeting or you’re going to see someone and your running 
over the questions in your mind and your answering what they might say and you 
cover every aspect and you have this meeting and you don’t say anything like that and 
they don’t neither, completely different. You’ve rehearsed it and it’s wrong. So this is 
coming to the family therapy, your running through I’m going to say this and that, 
they’re going to ask me this and they’re going to ask me that. It isn’t that at all. If you 
realise what it was going to be like, it wouldn’t have been have a pressure then. But 
put all these different thoughts into your mind. They’re going to tell me I’m a bad 
dad, they’re going to tell me I need counselling for anger management, or something 
like that. My kids the other, now this is a social skill. In the lounge and err I think err 
I had a headache, I weren’t feeling great anyway and the kids were going on a little bit 
and Jane’s gone on a little bit and instead of dealing with it in my normal way I’ve 
lost my temper. And err I’ve really lost my temper and I’ve grabbed my oldest by the
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arm to take him upstairs. A little bit harder than what I should do really, really upset 
him. Jane didn’t like it, she got upset. I’m not no this isn’t what we’re meant to be 
doing. She drove off down the road. The kids have run after her and it’s all like 
something out of Eastenders really. You know it’s become so dramatic really. But I 
was wrong. And I realised that I felt bad for that and err Jane’s come back almost 
straight away to deal with it. And were in there and err things are getting het up and 
the kids are crying. The children are upset they’re thinking mum’s going to leave and 
we’re going to divorce and err Ronny says dad I think you could do with anger 
management. And Jimmy says you should do anger management and I said “BUT 
I’M NOT AN ANGRY PERSON” (laughs). So since then they’ve been walking in the 
room and saying it oh it was comical. We all started laughing it did break what was 
happening. It broke that train of thought to be quite honest, eased the situation and we 
got through it. But it was funny, but then Ronny says to me “I’ll go with you dad”. 
Now I don’t want to go to anger management cos, I have had a temper, not a violent 
temper, but angry and I felt as though with the situation I should be. I am angry with 
the way things go sometimes, with everything. Erm and Ronny says we can get a 
book from the library and read it together and yes we will do. I am going to get a 
book and we are going to go up and read it together. So you know a few months ago 
that wouldn’t have happened. So we must have been doing something in the mean 
time having discussions and that for him freely to be able to say dad you should and 
not worry that dad is going to explode and say “I’m not an angry person” (laughing). 
But you know not worry to say that to me. Great really looking back now, fantastic 
that your kids are able to say that and not worry about the consequences. Cos there 
was going to be no consequences then. Cos they should be able to express and say 
how they’re feeling and what they think should be done.
WARREN: So it sounds like its had an impact on your relationship=
PETER: = I think it’s a big breakthrough. And that’s why I said to Jane. Look 
something good’s come out of this. I know I’m sitting there and I’m feeling really 
and I said Jane I’m really , I’m feeling worse than what you will ever know, I feel 
terrible now, I don’t want to go back to being this person. I don’t want that. And 
there’s this little snippet from the past. I don’t like it. Bit like if you gave up 
cigarettes and you’re out one night and you had one and its like err OOOH don’t like 
that but you’ve done it. Too late. You feel bad about it. Same with this scenario. So 
something positive came out of it and you realise that you don’t want to be that 
person. But we’ve obviously done something right for them to err to to be able to 
speak up like and be able to laugh about it as well. At the time that it happened there 
was that sudden fear oh it can’t go back to what it was. That’s how Jane was 
thinking. I can’t take this I don’t want to go back a step. Sometimes you need to 
learn for your mistakes and that is very. Its not often that you do learn from your 
mistakes and really realise that you’ve made one and learnt from it which I have.
WARREN: so has therapy help you to recognise when you have, as you said, made 
mistakes?
PETER: yes. I knew I had made a mistake quickly. It was too late it had already 
gone but I knew I’d made that mistake, so then I was err later on I was able to calm 
things down and break the ice. It was such a stupid thing. So then you see your skills 
coming in. I take them up to bed now. Cuddle while we watch TV. You realise these 
skills are coming in you realise that’s what you should be doing. Later it becomes
277
second nature then. But that’s the hardest thing is to remember these things. If you 
can get to a stage where it is second nature, automatically you can go into that mode. 
That’s what we’ve got to learn and that’s what family therapy’s been teaching us. Err 
so I’ve had a lot of positive things out of these sessions. The consequences thing has 
been really helpful and also talking about tender hooks as this other person who 
affects us all. He’s great (laughs). That really helped Jane, tender hooks was a real 
break through. Something we could. It seemed stupid at the time imagining him in 
the chair and asking where is he when Ronny does something. But it did help. We 
could both relate to that. That was great.
WARREN: what was it like seeing tender hooks as a character with their own chair?
PETER: it seemed daft at first but then you can see it how he gets in the way of 
things. You can just see tender hooks this is the frightening thing (laughs). We came 
home and he was sitting in our chair. Because the therapists had opened our minds to 
it. But you know we’d never seen it before but yes its there, tender hooks. "Tender 
hooks Peter”, just say that and straight away that mode you’re into. Because its 
clicking with the brain. That won’t go away now that’s always going to be there.
WARREN: What difference did it make having tender hooks as a person with their 
own chair as opposed to other ways of talking about it?
PETER: it err just err (.) became a person the idea came to life not just a word. Very 
strange. They put that thought there and as I said we can’t get rid of that now. That 
was a really good thing a really good one. That was the fourth session we had tender 
hooks. It was a real break through for Jane and me. It been useful as has counselling 
for Jane, it helps her speak better with the children.
WARREN: has family therapy affected how you speak with the children?
PETER: umm .hh err mm (.) more of a more of a one to one level. (.) not as children, 
that is the secret isn’t to speak to them as children, to be able to speak to a child at the 
same level. No different to you and the therapists who are educated compared to me 
being able to come to my level. So I you need to talk on these levels. Sometimes I 
find that Mike (therapist) isn’t at my level but that’s one of the problems. Sometimes 
he’s out of my level. That’s the hard thing to be able to communicate with someone 
isn’t easy when your at different levels.
WARREN: but now you find you can communicate more on the same level as the 
children
PETER: That is the secret being able to do that all the time. Well one of the secrets. 
Ermm ahh That’s everything rolled into one with what I’ve been saying really. 
Speaking to them at their level and understanding them and them understanding you 
that is the skill.
WARREN: and how do you think dad’s work that out?
PETER: some can naturally. I do feel that is to do with how you communicated with 
you parents before. Things are changing now to where when I was a kid to when my 
parents were a kid. Boundaries are always being pushed. But err you sort of if they
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were different to me the way that they spoke to me, maybe I would have been 
different, would have been at a certain level of understanding. If your with calm 
parents all the time, the chances are that you are going to grow up and be a calm 
person. If your dad’s good at doing models your going to grow up good at doing 
models. If your dad plays music your going to grow up playing music. You take the 
traits on. So err (.) but if you get that lapse where you haven’t learnt anything and 
you err you pass that on you’ll pass that up to the next level where I am now that 
they’re not learning anything from me. So I’ve got to make that change now. So 
that’s what I’m learning, to make that change because no one else will. They’re 
already screwed up as it is let’s face it. Ronny’s got a temper and you’ve got Jimmy 
whose got tics (.) and worry and anxiety problems all the time, he gets that from his 
mum. Ronny gets the other from me. So we’ve already passed on something which 
is wrong so what we’re passing on isn’t right, so we’ve got to change ourselves. So 
we’ve got to change ourselves through communicating and by changing ourselves 
with the children we’re forcing what we’ve learnt.
WARREN: What you pass onto the children has come across as so important for you 
in terms of ways of communicating and getting along with their family and ultimately 
with their children
PETER: that is the answer. Logically. Someone should write a book on it. Don’t pass 
this on to your kids. Someone probably already has, I just haven’t read it. That’s the 
gap isn’t it. You haven’t learnt from your parents or for one thing or another you’ve 
got this void that your passing on, there was nothing there to fill it you don’t know 
how to fill it. You’ve got to make the effort. But how many people actually want to. 
How many people have realised they have a problem to start with. Because if Jane 
hadn’t gone for counselling and hadn’t had depression, we could still have this 
problem but we wouldn’t know it. Its only through her talking to her counsellor that 
she realised that we have a problem and we’ve got explore every avenue to make it 
better. Otherwise we’d have been like the rest just have carried on through life and 
maybe been not that happy and maybe our children would have passed it on. I’m not 
particularly close with my family I’d hate the thought of them not being particularly 
close with us as they get older but that’s what going to happen. Jane said one day you 
and Ronny are going to fight, a physical fight, but I don’t want that, I don’t want to 
fight my son. What’s more I’m likely to get a good hiding, (laughs). But it does 
need to be like that if I communicate with him in a different way. But it’s how many 
people actually do that and learn it. You’re a lucky person learning all of this but it 
don’t mean you might not go down the same slippery slope some time or other. My 
business partner’s just told me he’s got a child on the way, and he said gosh by the 
time he’s eighteen I’ll be sixty. He’s worried about the kind of father he’s going to be 
because he’s worried he’s going to bee too old. So is it best to have children when 
you’re young or when you’re old? Because you feel if you have them when you’re 
older, you’ll, you know deal with things differently. A little bit more mature and that. 
But then you’ve still got these pressures and the worries. Mmm we have got the 
worries in case they’re sick. This is it you have got the worries. Her worrying about 
Jimmy having his ticks, his anxiety problems, she saying he should have counselling, 
he should actually see someone for his condition, because there is something wrong 
there. It needs to be opened up. He told Jane that it’s not fair that he’s the only one 
that knows about her trying to commit suicide. Ronny doesn’t know, I have to hold 
that back from him. Its not fair. I’ve got to keep that inside. He can just have a good
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time in life and not know about the problem. That’s how he’s feeling. So she feels as 
though he needs therapy of some kind. So you’ve got that worry there as well. Ronny 
and his temper so he’s very he’s err just not taking to (.) his studies just very 
backwards in his reading, won’t spend time with us to read. Even though we try and 
try and try. But how far can you push your child into something they don’t want to do 
and what should you do as a parent there. Because as a parent your going in seven 
years you’ll be leaving. Eight years you’ll be out, there’s no way of you ever going to 
college or university or anything like that. Because you just won’t be capable of that. 
You’ve got to learn how to study. But what do you do when a child is going 
absolutely mad, screaming everywhere. So that’s difficult so I have that to deal with 
as well. She’s worrying about them as well, that’s her problem that’s her anxiety 
that’s causing that. I’m not saying it’s her problem, but you know just a viscous circle 
that needs to be nipped. Like stopping a cold going round. So this is what family 
therapy has been doing. Give us a platform to work from.
WARREN: So awareness of the problem is a crucial stage in dealing with it
PETER: but that’s it most people won’t be aware of it. That’s the sad thing. That’s 
how I feel now. I feel quite sad after talking about it, realising that are people who 
not going to know not going to learn. I bet you the amount of people I now tell to go 
to therapy, family therapy if they’ve got problems, and they must be thinking "err 
peter went to family therapy, they must have had some problems” (in disgusted tone) 
but it does need to be that you’ve got loads of problems. But its all for the benefit of 
the future generations, that’s what it’s about.
WARREN: Thank you for you time today Peter, its been really interesting talking 
with you.
PETER: Thank you for coming 
WARREN: I’m going to stop the tape.
Total time = 105min 30secs
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Appendix 8: Flowchart of analysis
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What tensions are evident between the differing subject positions held by 
the speaker? (e.g. the occupation of masculine subject positions 
predicated on autonomy and stoicism and drawing on a narrative of 
therapy where clients are positioned as passive and emotionally 
expressive)
What discursive strategies and rhetorical devices are employed in the 
management of these dilemmas? (e.g. distinguishing between being 
emotional and showing one’s emotions so that one can position oneself 
as a sensitive ‘new’ father whilst meeting the proscriptions around 
emotional display within dominant forms of masculinity)
Identify those sections of the transcripts where participants talk about 
fatherhood or family therapy.
On repeated readings of these excerpts, what accounts of fatherhood and 
what accounts of family therapy are constructed in the talk?
For each narrative identified (e.g. the ‘traditional’ father) consider:
a. how is this account constructed? (e.g. the ‘traditional’ father is 
contrasted with the position of the mother)
b. what hypotheses can be formulated about what might be 
achieved, for the speaker, through the use of a particular 
construction? (e.g. use of the ‘traditional’ father account to 
contrast with the speaker’s position and thereby sustain a non­
sexist subject position)
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